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Objetivo:  Estudar  a  percepção  e  prática  dos  profissionais  de  enfermagem  em 
relação à incorporação de ações de humanização na assistência a gestação e parto. 
Método: Foi realizado um estudo qualitativo e uma revisão integrativa da literatura. 
A seleção dos participantes foi por amostragem proposital, e o número de participantes 
foi determinado pelo critério de saturação teórica dos dados. A coleta de dados 
ocorreu no ano de 2015, no ambulatório do pré-natal de alto risco e no centro 
obstétrico de duas maternidades públicas de atenção terciária localizadas nas regiões 
Sudeste (maternidade A) e Nordeste (maternidade B) do Brasil. A amostra foi 
composta por dois grupos de participantes. Um grupo foi formado por enfermeiros que  
realizavam  assistência  ao  pré-natal  e  o  outro  por  enfermeiros  do  centro obstétrico 
das duas maternidades. Foram realizadas entrevistas semiestruturadas utilizando um 
roteiro temático. Todas as entrevistas foram gravadas e transcritas na íntegra. Os 
dados foram analisados por meio da técnica de análise de conteúdo na modalidade 
temática. As categorias de análise foram organizadas de acordo com as 
recomendações propostas pelas políticas públicas de humanização da assistência e 
dos temas emergentes. Resultados: Para a revisão integrativa da literatura foram 
selecionados 28 artigos. Evidenciaram-se a necessidade de valorização da formação 
do enfermeiro para a humanização do parto e a limitação da atuação do enfermeiro 
decorrente das precárias condições de trabalho, do modelo biomédico presente nas 
instituições e dos fatores socioculturais. Participaram do estudo de campo 21 
enfermeiros, destes seis trabalhavam no ambulatório de pré-natal de alto risco e 15 
atuavam no centro obstétrico. As enfermeiras que trabalhavam no pré-natal 
consideraram que a humanização consiste no acolhimento da gestante, assistência 
individualizada e formação do vínculo. Nas duas maternidades referiram às visitas, 
grupos de gestantes, orientações sobre os métodos não farmacológicos para o alívio 
da dor durante o trabalho de parto e incentivo à presença do acompanhante. Os 
participantes do centro obstétrico consideraram que a humanização da assistência à 
parturiente consiste no atendimento holístico, escuta qualificada e nas orientações 
sobre a evolução do trabalho de parto. A prática do enfermeiro no parto foi distinta nas 
duas maternidades e no puerpério imediato favoreceram o contato pele-a-pele e o 
incentivo ao aleitamento materno. Conclusão: Os enfermeiros compreendem o 
conceito  de  humanização  do  pré-natal e  do  parto.  Os enfermeiros  do  pré-natal
  
sugeriram a melhoria da comunicação da equipe, dos materiais educativos e da 
implantação de uma política interna das instituições para direcionar as ações de 
humanização; e do centro obstétrico relataram a necessidade de capacitação contínua   
e   valorização   do   enfermeiro.   As   facilidades   para   as   práticas   de humanização 
do pré-natal e parto nas duas maternidades foram à estrutura física adequada, as 
visitas guiadas no centro obstétrico, o trabalho multidisciplinar e o acesso a 
informações. No centro obstétrico as dificuldades para a prática de humanização foram 
à insuficiência de enfermeiros, a pouca articulação das ações multidisciplinares e o 
uso inadequado das salas PPP. 
 
 






Objective: To study the perspective and practice of nursing professionals towards 
the development of actions to humanize pregnancy and delivery. Method: A qualitative 
study and an integrative literature review were conducted. Participants were selected 
using purposive sampling and the number of participants was determined according to 
the theoretical saturation of the data. Data collection took place in the year 2015 at the 
high risk antenatal outpatient clinic and the obstetric center of two public tertiary-level 
maternity hospitals located in Southern (Hospital A) and Northeastern (Hospital B) 
Brazil. The sample consisted of two groups of participants. One group was composed 
of nurses who provided antenatal care and the  other  included  nurses  from  the  
obstetric  centers  of  both  hospitals.  Semi- structured interviews were carried out 
using a thematic guide. All interviews were recorded and transcribed verbatim. The 
data were submitted to content analysis. The analytical categories were organized 
according to the recommendations of the public policies for the humanization of care 
and the emerging themes. Results: The integrative review included 28 articles. The 
need to valorize nurses’ training for the humanization of delivery and the limitation of 
nurses’ performance due to precarious working conditions, the biomedical model 
present in the institutions and sociocultural factors were evident. The field study 
included 21 nurses. Of these, six worked at the high risk antenatal outpatient clinic and 
15 worked at the obstetric center. The nurses who provided antenatal care reported 
that humanization consisted of: actions related to pregnant women’s embracement, 
individualized care, and bonding between pregnant women and professionals. 
Professionals from both hospitals reported conducting guided visits to the maternity 
ward and orientation groups of pregnant women, provided guidelines on 
nonpharmacological methods for pain relief during labor and encouraged the presence 
of the companion. Participants working at the obstetric center considered that the 
humanization of the care provided to parturient women consists of holistic care, 
qualified listening and guidance on the evolution of labor. Nurses’ practices during 
delivery were different in both hospitals and they favored skin-to-skin contact and 
encouraged breastfeeding in the immediate puerperium.  Conclusion:  The  nurses  
understand  the  concept  of  humanized antenatal care and delivery. The practices for 
humanizing delivery care were different in both hospitals. The nurses providing 
antenatal care suggested the improvement of
  
team  communication  and  educational  materials,  and  the  implementation  of  an 
internal policy to guide humanization actions. The nurses working at the obstetric 
center reported the need for continued tracing of pregnant women and valorization of 
nurses. Factors facilitating practices for the humanization of antenatal care and delivery 
in both hospitals were the adequate physical structure, the guided visits to the 
obstetric center, the multidisciplinary work, and the access to information. Difficulties 
for developing humanization practices at the obstetric center were related to the 
shortage of nurses, the little articulated multidisciplinary work, and the inadequate use 
of birthing rooms. 
 
 
Keywords: education; Teaching hospitals; Antenatal care; Humanizing delivery; Nurse 
Midwives.
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1   INTRODUÇÃO 
 
 
A humanização  da assistência à gestação e parto baseia-se em dois 
aspectos fundamentais. O primeiro relaciona-se à adoção de uma postura ética e 
solidária por parte dos profissionais e das instituições de saúde, estas que devem 
favorecer um ambiente acolhedor e adotar condutas hospitalares que rompam com o 
tradicional isolamento imposto à mulher. O segundo refere-se à adoção de medidas 
e procedimentos sabidamente benéficos para o acompanhamento do pré-natal, do 
parto e do pós-parto, evitando práticas intervencionistas desnecessárias (1). 
Segundo o Ministério da Saúde, para humanizar o parto, é necessário 
preparar a gestante desde o pré-natal para vivenciar o momento do nascimento. 
Essa preparação consiste na incorporação de um conjunto de cuidados, medidas e 
atividades que favoreçam a realização de grupos de apoio multiprofissional que 
possam desenvolver trabalhos corporais, orientações sobre os exercícios de 
relaxamento e o uso de medidas não farmacológicas para o alívio da dor durante o 
trabalho de parto, dentre outras práticas (2). 
Estudos anteriores definiram a humanização da assistência ao parto como 
o nascimento sem qualquer intervenção médica desnecessária. Uma abordagem de 
cuidado centrado na mulher, no respeito às decisões em relação aos seus valores, 
crenças, autonomia e escolhas, que possa favorecer as mulheres no controle sobre 
o seu corpo (3;4). 
O cuidado humanizado é um processo em constante mudança e 
desenvolvimento, que depende, sobretudo, do modelo de assistência adotado nos 
diversos cenários do nascimento e visa romper com o modelo de assistência 
tecnológico.  Para Wagner  (5),  existem  três  modelos  de  atenção  ao  parto:  1)  o 
modelo altamente medicalizado, com uso de tecnologia e pouca participação de 
obstetrizes, encontrado nos Estados Unidos da América, na maioria dos países 
europeus e nas regiões urbanas do Brasil; 2) o modelo humanizado, com maior 
participação de obstetrizes e menor frequência de intervenções, encontrado na 
Holanda, na Nova Zelândia e em países escandinavos; e 3) os modelos mistos, 
encontrados na Grã-Bretanha, no Canadá, na Alemanha, no Japão e na Austrália. 
O modelo de assistência medicalizado favorece a prática profissional 
intervencionista que reflete no aumento de partos por via de cesárea. As taxas de 






Holanda, que apresenta menor taxa de cesárea da Europa; na França, as taxas variam 
em torno de 20%; na Islândia, na Finlândia, na Suécia e na Noruega, chegam de 15% 
a 17% de todos os nascidos vivos; no Reino Unido, atingiu 24,1%; no Canadá, 
alcançou 26,1%; e a Austrália ficou em 32,2% (6). 
Para a Organização Mundial da Saúde (OMS), nenhuma região deve 
apresentar taxas de cesárea superiores a 15% (4). Contudo, o Brasil é o País líder em 
taxas de cesáreas, com taxas em torno de 52% em 2012, seguido por México e 
Turquia (7). O modelo de parto é altamente medicalizado, com uso excessivo de 
intervenções médicas, monitoramento eletrônico fetal, analgesia epidural, amniotomia, 
parto induzido e episiotomia (8). Em 2014, 95% dos nascimentos ocorreram em 
instituição de saúde e destes, 52% foram por cesárea em hospitais públicos e 88% em 
intuições particulares (9). 
O parto no ambiente hospitalar pode ser uma solução segura e humanizada 
para o nascimento desde que disponha de um ambiente agradável e do apoio dos 
profissionais. Favoreça a liberdade de movimentação e o contato com o 
acompanhante de escolha da mulher e que possam ser realizados em unidades de 
pré-parto, parto e puerpério (PPP) por permitir assistência integral à mulher desde a 
admissão, sem a necessidade  de mudança  de  ambiente  no momento  do  parto 
(1,10). 
 
O ambiente hospitalar apresenta condições reais de prevenir morbidade e 
mortalidade na assistência aos partos de risco (11). Muitas vezes, as complicações do 
parto não diminuem e são causadas, por esse avanço, por meio da generalização da 
necessidade e do uso abusivo de técnicas e procedimentos, estes que por si só não 
garantem a qualidade da assistência (10,12). 
Em contrapartida, é possível humanizar o parto no ambiente hospitalar. 
Evidências científicas internacionais apontam que o suporte contínuo do profissional 
enfermeiro promoveu o apoio emocional, apoio nas decisões, forneceu informações 
sobre o estado de saúde das parturientes e realizou medidas de conforto que 
reduziram   significativamente   a   necessidade   de   intervenções   obstétricas   e 
contribuem para o nascimento fisiológico (13;14). Contribuiu para o uso das boas 
práticas  utilizadas  no  parto  de  baixo  risco  e  após  o  nascimento,  promoveu  o 
incentivo para manter o contato pele a pele da mãe com o bebê e a amamentação 






A prática do enfermeiro em maternidades especializadas é fundamental, 
por considerar que essas instituições de saúde atendem gestantes de alto risco, com 
níveis de estresse elevado e que precisam de uma assistência diferenciada, e também 
recebem gestantes de risco habitual que buscam um local para o parto (3). No Canadá, 
enfermeiros configuram o maior grupo de prestadores de cuidados nas maternidades 
e estão presentes em quase todos os nascimentos (14). 
Na Holanda, 16% dos nascimentos foram realizados por médicos e 
enfermeiros obstetras nos centros de parto normal e, quando necessário, as 
parturientes foram referenciadas para maternidades que atendem alto risco em caso 
de complicações (6). Na Austrália, enfermeiros realizaram a especialização em 
obstetrícia para aperfeiçoar o conhecimento, aumentar a tomada de decisão, investir 
na carreira profissional, melhorar o pensamento crítico e elevar a satisfação com o 
trabalho (15). 
Estudos internacionais apontaram as facilidades e as barreiras dos 
enfermeiros para realização da assistência ao parto humanizado em hospitais 
especializados. As facilidades consistem no modelo de atendimento da instituição 
centrado na família e na presença de profissionais não médicos formados em 
obstetrícia que não se limitaram a práticas intervencionistas (14,16,17). No entanto, 
tais estudos relataram a escassez de profissionais, sobrecarga de trabalho, carência 
de recursos financeiros, a pouca privacidade da paciente decorrente da quantidade 
excessiva de profissionais na sala de parto e a falha na comunicação entre médicos 
e enfermeiros (16;17). 
No Brasil, a atuação do enfermeiro obstetra é regulamentada pela 
Resolução 339-2008 do Conselho Federal de Enfermagem (Cofen), que recomenda 
a realização do parto vaginal sem complicações pelo enfermeiro (18). O profissional 
enfermeiro atua na atenção básica e realiza ações educativas, pré-natal de baixo risco, 
planejamento familiar e consulta ginecológica (19); pode compor a equipe 
multidisciplinar das instituições de saúde que atende gestantes de risco e realiza 
assistência à mulher em trabalho de parto e parto em maternidades, casas de parto, 
centro de parto normal, parto domiciliar e alojamento conjunto (20; 21). 
Estudos realizados no Brasil mostraram que os enfermeiros realizam 
práticas de humanização desde a gestação ao parto. Realizam a preparação das 
mulheres para o trabalho de parto e parto, por meio do fornecimento de orientações 






de respiração durante o trabalho de parto e estímulo à liberdade de posição da mulher 
para promover o conforto para evolução do trabalho de parto (22;16). De acordo com 
as investigações, os profissionais favorecem o vínculo entre o profissional, a 
parturiente e os familiares, contribuem para presença do acompanhante de escolha 
da mulher e promovem o empoderamento da mulher desde o pré-natal ao momento 
do parto (23). 
Apesar de tais práticas, ainda é realidade brasileira a falta de integração 
efetiva   entre   as   ações   do   pré-natal   com   as   do   parto,   pois   os   exames 
complementares do pré-natal são reduzidos e as consultas do puerpério são escassas 
(24). A atuação do trabalho em equipe no atendimento ao parto ainda encontra-se 
desassociada, a humanização continua sendo uma política governamental longe de 
se tornar eficaz, não apenas pelos déficits na infraestrutura ou escassez financeira, 
mas pela carência de conhecimento dos profissionais de saúde com a temática 
(25,26). As desigualdades de cobertura e acesso à atenção em saúde entre as 
regiões Norte e Nordeste e as áreas mais favorecidas do Sul e do Sudeste não estão 
coerentes com os princípios do SUS (8). 
Estudos apontaram barreiras para a atuação do enfermeiro como a 
passividade da mulher no momento do parto, atuação médica de maneira autoritária 
e o medo de alguns profissionais para enfrentar um modelo institucional baseado em 
rotinas que convergem para o parto cada vez mais medicalizado (23;26). Contudo, é 
presente a luta pela conquista de espaço para desenvolver práticas de humanização 
e a participação efetiva do profissional com a parturiente (27). 
Para o fortalecimento das ações de humanização do enfermeiro na 
assistência ao parto, é necessário o investimento na formação dos enfermeiros, 
capacitação dos profissionais para garantia da assistência humanizada durante a 
gestação, o trabalho de parto e parto e a garantia da cultura organizacional das 
instituições para dispor e incentivar as ações de humanização do parto. 
A   formação   em   enfermagem   obstétrica   possibilita   a   melhoria   da 
assistência ao parto e pode contribuir indiretamente para construção de novas 
concepções que convergem para proposta do PHPN (28), capazes de desenvolver 
não apenas uma competência técnica, como também a ética-política (27). Para 
Glenton et al. (29), uma equipe capacitada favorece a confiança dos profissionais para 






Para lidar com esses desafios, o Ministério da Saúde do Brasil (MS) vem 
implementando ações por meio de políticas públicas, com o objetivo de melhorar a 
assistência à saúde materna infantil. Em 1984, o Ministério da Saúde elaborou o 
Programa de Assistência Integral à Saúde da Mulher (PAISM) que priorizou, dentre 
outras ações, a assistência à mulher em ginecologia, assistência ao pré-natal, ao parto 
e ao puerpério. Posteriormente, em 2004, publicou a Política Nacional de Atenção 
Integral à Saúde da Mulher (PNAISM) com o objetivo de ampliar, qualificar e 
humanizar a atenção integral à saúde da mulher no Sistema Único de Saúde (30). 
Com o propósito de reduzir as altas taxas de morbimortalidade materna e 
perinatal, no ano 2000, o governo federal implementou no País o Programa de 
Humanização no Pré-natal e Nascimento (PHPN), com medidas para melhoria do 
acesso, da cobertura e da qualidade do acompanhamento pré-natal, da assistência ao 
parto e puerpério (31).Em 2001, publicou o Programa Nacional de Humanização da 
Assistência Hospitalar (PNHAH) que propôs um conjunto de ações integradas para 
mudar o padrão de assistência ao usuário nos hospitais públicos do Brasil, além 
de enfatizar que a humanização abrange circunstâncias sociais, éticas, educacionais 
e psíquicas que estão presentes no relacionamento humano (32). 
Na busca pela “humanização do SUS”, surgiu a Política Nacional de 
Humanização (PNH) que articulou dispositivos em que era problematizado o modo 
como o trabalho era efetuado no cotidiano, consolidando redes de atenção e troca 
entre os envolvidos nos processos de cuidado (33,34). A PNH surge, então, no 
contexto das demandas de reformulação dos discursos e das práticas em ação no 
SUS, visando, portanto, fortalecer os princípios do SUS (32). 
Baseado nas recomendações do PHPN, em 2011, o MS lançou a portaria 
 
1.459, que regulamenta a “Rede Cegonha”, estratégia que objetiva organizar uma rede 
de cuidados dentro do sistema de saúde para assegurar às mulheres o direito ao 
planejamento reprodutivo e a atenção humanizada à gravidez, ao parto e ao puerpério.  
Esse  modelo  de  atenção  à  saúde  da  mulher  e  à  saúde  da  criança objetivou a 
organização da Rede de Atenção à Saúde Materna e Infantil que garanta acesso, 
acolhimento e resolutividade na busca pela redução da mortalidade materna e infantil 
(10;2). 
A literatura aponta o interesse do profissional enfermeiro para a 
implementação das ações de humanização na gestação e parto, no entanto, existe 






disponíveis, deficiências na formação do enfermeiro que podem estar afetando ou 
inviabilizando sua prática na assistência humanizada à gestação e ao parto. Diante 
deste contexto, a justificativa para realização deste estudo pauta-se na necessidade 
de dar voz aos enfermeiros que atuam na assistência ao pré-natal e ao parto sobre 
as questões intrínsecas à humanização da gestação, trabalho de parto e parto. 
Para a realização deste estudo, elaboramos os seguintes pressupostos: i) 
a perspectiva e a prática dos enfermeiros durante o pré-natal e o parto não 
necessariamente coincidem com os conceitos de humanização ao atendimento das 
gestantes e parturientes; ii) as ações para a humanização são poucas e nem sempre 
estão  articuladas  com  uma  assistência  sistemática;  iii)  os  fatores  externos  e  o 
modelo do serviço no qual desempenham suas atividades podem influenciar a atuação 
do enfermeiro para promover uma assistência humanizada; iv) os enfermeiros nem 
sempre conseguem incorporar as práticas de humanização durante a assistência ao 
trabalho de parto e parto; v) os enfermeiros que atuam na assistência  ao  pré-natal  e  
ao  parto  muitas  vezes  não  foram  capacitados  e preparados durante a graduação, 
ou antes, para assumir as funções para realizarem uma assistência humanizada; vi) o 
conhecimento adquirido pelos enfermeiros na graduação sobre o significado e as 
ações para a humanização do parto reflete na sua prática profissional. 
Diante de tais pressupostos, elaborou-se a questão norteadora deste 
estudo: qual a percepção e a prática do enfermeiro que trabalha na assistência ao pré-






2   OBJETIVOS 
 
 
2.1   Objetivo Geral 
 
Estudar  a  percepção  e  a  prática  dos  enfermeiros  em  relação  à 
incorporação de ações de humanização na assistência à gestação e ao parto. 
 
2.2   Objetivos Específicos 
 
  Identificar o que as pesquisas nacionais retratam sobre o ensino e a 
prática dos enfermeiros em relação à humanização da assistência às 
gestantes e parturientes do Brasil. 
  Conhecer a percepção e a prática dos profissionais de enfermagem em 
relação às ações de humanização na assistência ao pré-natal e no centro 
obstétrico. 
  Identificar as estratégias de gestão, fatores que facilitam e/ou dificultam 
as ações cotidianas dos profissionais de enfermagem na promoção da 






3   SUJEITOS E MÉTODO 
 
 
3.1   Tipo de estudo 
 
Foi desenvolvido um estudo qualitativo objetivando aprofundar o 
conhecimento  sobre  a  percepção  e  a  prática  de  enfermeiros  que  realizam 
assistência à gestante em serviços de pré-natal e no centro obstétrico de maternidades 
de nível terciário. 
A pesquisa qualitativa consiste em um campo de investigação interligada 
por termos, conceitos e suposições, que possibilita aprofundar os processos, os 
significados que não são examinados ou medidos experimentalmente em termos de 
quantidade, volume, intensidade ou frequência e foca a natureza socialmente 
construída   da   realidade   estudada   (35,36).   Tal   investigação   possibilita   a 
compreensão da perspectiva, das crenças, dos valores e dos comportamentos dos 
profissionais  em  relação  às  funções  e  questões  de  saúde  que  configuram  seu 
âmbito de trabalho. Esta abordagem metodológica permite que os profissionais 
discorram sobre suas experiências, preocupações, dificuldades e facilidades para 
desenvolver determinadas ações de cuidado em relação à prática profissional (35). 
Para aprofundar e organizar o conhecimento sobre o ensino e a prática 
dos enfermeiros no Brasil foi realizada uma revisão integrativa da literatura 
considerando as recomendações propostas por Mendes, Silveira e Galvão (37). 
Segunda as autoras, a revisão integrativa consiste na concretização das seguintes 
etapas: formulação da questão de pesquisa, estabelecimento de critérios para inclusão  
e exclusão  de  artigos,  definição  das  informações  a  serem  extraídas  e 
categorização dos estudos, avaliação dos estudos incluídos e interpretação dos 
resultados. 
 
3.2   Local do estudo 
 
Foram selecionados dois settings de estudo, Hospital da Mulher Prof. Dr. 
José Aristodemo Pinotti – Centro de Atenção Integral à Saúde da Mulher (Caism), 
localizado na região Sudeste (maternidade A), e a Maternidade Escola Assis 
Chateaubriand (Meac), na região Nordeste do Brasil (maternidade B). A escolha das 
instituições deveu-se por estas caracterizarem movimentos sociais e assistenciais 






O Caism faz parte do complexo ligado à Faculdade de Ciências Médicas 
(FCM) da Universidade Estadual de Campinas (Unicamp), considerado referência para 
partos de baixo risco para unidades de saúde do Distrito Norte de Campinas, além de 
ser a maternidade de referência secundária para uma microrregião da DRS- 
7, e a única maternidade terciária para todas as demais maternidades, oferecendo 
cobertura a uma população de 3 milhões de habitantes na macrorregião. A referida 
maternidade realizou em 2015, 10.491 consultas de pré-natal especializado, 19.954 
atendimentos em ginecologia, 26.929 consultas médicas no pronto atendimento, 
87.121 atendimentos e procedimentos ambulatoriais de enfermagem. Nos últimos 
cinco anos, realizou e 7.462 partos vaginais e 6.286 cesáreas 27.380 mil partos 
(vaginal e cesárea). Foi eleito o quarto hospital universitário no Estado de São Paulo 
a receber o título Hospital Amigo da Criança, que preconiza principalmente a 
promoção, a proteção e o apoio ao aleitamento materno, além de uma série de 
ações voltadas aos bebês desde o pré-natal, a assistência ao parto até o 
acompanhamento da criança em seu primeiro ano de vida (38). 
A Maternidade Escola Assis Chateaubriand é conveniada à Universidade 
Federal do Ceará e tem a missão de promover o ensino, a pesquisa e a assistência 
terciária à saúde, atuando de forma integrada e como suporte aos demais níveis de 
atenção do modelo de saúde vigente. Dispõe de 209 leitos, realizou, em 2015, 5.870 
atendimentos obstétricos, consultas médicas por especialidades e ambulatórios de 
enfermagem,  e  2.537  partos  vaginais  e  2.832.  Foi  cenário  do  movimento  das 
parteiras tradicionais e da elaboração do documento que versa sobre as tecnologias 
apropriadas para o nascimento e o parto, entendida como um ponto-chave para 
humanização da assistência, além de ser reconhecida mundialmente pelo Prêmio 
Galba Araújo, concedido pelo Ministério da Saúde às melhores unidades de 
atendimento obstétrico e neonatal (39). 
 
3.3   Tamanho da amostra 
 
Os participantes deste estudo foram 21 enfermeiros. Destes, seis 
trabalhavam em ambulatório de pré-natal de alto risco (três da maternidade A e três 
da maternidade B) e 15 atuavam em centro obstétrico (seis da maternidade A e nove 
da maternidade B). A seleção dos participantes seguiu o critério de amostragem 






preestabelecidos que possam ter a informação necessária para fornecer resposta ou 
propiciar a discussão dos objetivos propostos (36,40). 
O número de participantes foi definido por meio do critério de saturação 
teórica  dos  dados,  que  envolveu  a  percepção  do  pesquisador  e  consistiu  no 
processo contínuo de análise dos dados. Neste tipo de amostra, o pesquisador 
define o grupo de participante, quando novas entrevistas passam a apresentar 
repetições   e   não   acrescentam   novas   informações   em   seu   conteúdo,   após 
sucessivas análises paralelas à coleta de dados (40). 
 
3.4   Critérios de inclusão 
 
Foram incluídos na pesquisa enfermeiros que trabalhavam na assistência 
ao pré-natal e ao parto nas duas instituições há mais de seis meses. 
 
3.5   Coleta de dados 
 
Antes de iniciar a coleta de dados, realizou-se a fase de aculturação, que 
teve por finalidade promover a adaptação e a ambientação do pesquisador ao espaço, 
às rotinas, linguagens e aos problemas do serviço de saúde onde foi desenvolvida a 
pesquisa e, a partir disso, construir um setting, ambiente delimitado para realização 
das entrevistas. A necessidade desse momento de ambientação surge com a 
finalidade de transpor barreiras que afastem o pesquisador e o pesquisado, conhecer 
a rotina de trabalho dos entrevistados, a linguagem utilizada, a problemática ali 
exposta, para que se possa realizar pesquisa qualitativa de forma mais apurada e com 
menos vieses (41). 
A coleta de dados foi realizada pela própria pesquisadora em uma sala 
reservada e adequada no ambulatório de pré-natal de alto risco e centro obstétrico 
das duas instituições para respeitar a privacidade dos participantes. Posteriormente, 
foi realizado o contato com cada participante, explicado os objetivos da pesquisa, bem 
como o caráter voluntário de participação e, em seguida, após a autorização prévia 
para participar do estudo, foi solicitada ao entrevistado a assinatura do Termo de 
Consentimento Livre e Esclarecido. 
Para coleta dos dados, foi utilizada a entrevista semiestruturada, seguindo 
as recomendações de Kvale (42), a qual consiste em uma conversação cujo 
entrevistador conduz a conversação buscando elementos para entender ou esclarecer 
os objetivos propostos, esta foi norteada por um guia contendo tópicos a serem 






entrevistado  e  o  entrevistador,  bem  como  manutenção  do  fluxo  da  conversa  e 
motivação dos sujeitos a falar sobre experiências e sentimentos próprios. 
As entrevistas foram gravadas, realizadas em ambiente privado, 
conduzidas, quando possível, durante o horário de trabalho dos participantes, 
agendado individualmente. Antes do início da entrevista, foi preenchida a ficha de 
coleta de dados sociodemográficos (Apêndice II). Em seguida, para introduzir os 
entrevistados ao tema central da pesquisa, realizou-se entrevista semiestruturada, 
utilizando roteiro temático que iniciava com uma questão ampla da pesquisa: em sua 
opinião, em que consistem as ações de humanização na assistência à gestação e 
ao parto?. 
 
A continuação do roteiro apresentava questões específicas direcionadas 
aos enfermeiros que atuavam na assistência ao pré-natal (Apêndice III) e ao trabalho 
de parto e parto (Apêndice IV), elaboradas de acordo com as principais 
recomendações sobre a humanização do pré-natal e do parto vigentes no País. Os 
temas centrais do roteiro de entrevista foram: conceito de humanização do pré-natal 
e do parto; motivação para trabalhar na área obstétrica; ações de humanização no 
atendimento  à  gestante  e  à  parturiente;  capacitação  dos  profissionais  para 
realização de práticas de humanização na assistência ao pré-natal, ao trabalho de 
parto, ao parto e ao puerpério; dificuldades, facilidades e sugestões dos enfermeiros 
para realização de práticas de humanização; recomendação e uso de métodos não 
farmacológicos por enfermeiros na gestação e no parto; apoio institucional, estrutura 
física e articulação entre os profissionais e serviços para favorecer a realização das 
práticas de humanização por enfermeiros. 
 
3.6   Análise dos dados 
 
As entrevistas transcritas na íntegra foram analisadas por meio da técnica 
de análise de conteúdo, conforme orientações de Bardin (43), que consiste no conjunto   
de   técnicas   de   análise   das   comunicações,   visando   obter,   por procedimentos 
sistemáticos e objetivos de descrição, conteúdo das mensagens e indicadores que 
permitam a inferência de conhecimentos relativos às condições de produção/recepção 
das mensagens. 
A  organização  dos dados foi dividida  nas etapas  da  pré-análise,  que 
possibilitou a realização da leitura flutuante para identificação e organização dos 






da  exploração do material,  que permitiu  a leitura exaustiva  das entrevistas  e o 
agrupamento das ideias semelhantes para identificação dos núcleos de sentido; e do 
tratamento dos resultados e da exploração, que consistiu na compreensão do 
significado contido em cada unidade para formulação das categorias que emergiram 
dos discursos com base em temas preestabelecidos. 
 
3.7   Controle de qualidade 
 
As transcrições foram revisadas em uma segunda escuta das entrevistas 
gravadas para corrigir eventuais erros e garantir a fidedignidade dos textos. 
A discussão das categorias de análise foi realizada por pares acadêmicos 
(40). Inicialmente, o material foi analisado pela pesquisadora (HMF), enfermeira 
obstetra com experiência na assistência à mulher em trabalho de parto e parto, e 
pela orientadora (MYM), psicóloga com experiência em parto humanizado. A análise 
contou, ainda, com a colaboração de uma enfermeira (RMS), com experiência em 
parto humanizado. 
 
3.8   Aspectos éticos 
 
Para o desenvolvimento da pesquisa, foram seguidos os princípios éticos 
da Resolução 466/12, do Conselho Nacional de Saúde, que incorpora, sob a ótica 
do indivíduo e da coletividade, referenciais da bioética, como autonomia, não 
maleficência, beneficência, justiça e equidade, dentre outros, e visa assegurar os 
direitos e deveres que dizem respeito aos participantes da pesquisa, à comunidade 
científica e ao Estado. O projeto foi submetido ao Comitê de Ética e Pesquisa da 
Universidade Estadual de Campinas, aprovado no dia 14/12/2014, com nº do CAAE: 
238100614.0.0000.5404. Após avaliação do Comitê de Ética em Pesquisa da 
Unicamp, o projeto foi encaminhado e aprovado pelo Núcleo de Estudos em Saúde 
Reprodutiva (Nesar), responsável pela organização dos setores de Ensino, Pesquisa 
e Extensão da Maternidade Escola Assis Chateaubriand. 
Os participantes foram informados sobre o direito a se retirar da pesquisa 
no momento em que desejassem; foi garantido o sigilo das informações e não foi 
disponibilizado nenhum benefício aos participantes, além da contribuição para 
ampliação do conhecimento sobre o tema. Como parte do processo de obtenção do 
consentimento, cada participante leu o Termo de Consentimento Livre e Esclarecido 
(TCLE), conforme modelo (Apêndice I) e após o aceite em participar do estudo, 






responsável. As informações colhidas nesta pesquisa foram identificáveis por um 







4   PUBLICAÇÕES 
 
 
Artigo  1  -  Nursing  training  and  practice  on  humanization  actions  in 
monitoring the delivery in Brazil 
Artigo 2 - Nurse’s practice towards humanization of high-risk antenatal 
care in Brazil 
Artigo 3 - What do nurses providing care in delivery wards understand and 






4.1   ARTIGO 1 
 
Nursing training and practice on humanization actions in 
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Objective: conduct a review in the scientific literature to identify what studies portray 
on nursing training and practice for humanizing actions in care for pregnant women 
and mothers in Brazil. Method: this is a integrative systematic review of the literature, 
conducted   from   October   to   November   2014   from   crossing   the   descriptors 
"Humanized Childbirth", "Obstetric Nursing", "Prenatal care" and "Training" in 
databases SciELO, Lilacs and BDENF, published between the years 2004 and 2014, 
in Portuguese language, which identified 75 articles, and after reviewing them, based 
on the established criteria, 28 were selected for analysis. Results: nursing training was 
permeated by movements and attempts to improve education and actions to promote 
humanized birth. Conclusion: there is the need for enhancing the training of 
professionals, broadening  the  debate  on  the humanization  of  delivery  care  and, 
above all, an urgent change of knowledge and practices to promote the humanization 
of pregnancy, labor and birth. 




Nursing training in Brazil began in 1890 with the creation of the Escola 
Profissional de Enfermeiras (Professional School of Nurses), inside the Hospicio 
Nacional dos Alienados, in Rio de Janeiro. Later, other private and public schools were 
created in several Brazilian states. Since that time, several modifications have been 
incorporated in obstetric care, shaping nurses’ actions in this area and then, specialist  
nurses,  trained  by  specific  courses  for  nurses  in  maternity  hospitals 
attached to medical schools, started replacing midwives [1]. 
These modifications, which are related to care during pregnancy and delivery, 
are set in the historical context, professionals’ behavior, people’s culture, training of 
professionals serving women during pregnancy and childbirth and, above all, the 
leading role of women [2]. 
In recent decades there has been, in Brazil, an increase in the number of 
cesarean deliveries that reached, in 2011, a ratio of 52% in the SUS and 88% in private 
service [3]. These percentages exceed the ceiling of 15% of cesareans recommended 
by the World Health Organization [4]. Percentages of cesarean births above  the  
recommended  by  WHO  were  also  observed  in  Europe  (19%),  Latin America and 
the Caribbean (29.2%), North America (24.3%) and Asia (15.9%) [5]. Only Oceania 
(14.9%) and Africa (3.5%) had rates below those recommended by the WHO, but one 
of the factors that justify these percentages is the access barriers to care for the 
population and the lack of availability of medical care [6]. 
Over a decade ago, the Ministry of Health (MOH) estimated that over 90% of 
cases of maternal deaths could be prevented with adequate care during prenatal and 
childbirth care [7] and over 20 years ago, the higher incidence of caesarean sections 
was  related  to  more  economically  advantaged  regions,  to  the  organization  of 
obstetric care, and to socio-cultural, legal and institutional factors [8]. Another recent 
survey showed insufficient medicines and equipment to meet emergency situations, 
inconsistencies in the information collected in medical records regarding the use of 
inappropriate practices, not being prioritized the use of best care practices at delivery 








Beneficial actions recommended during the prenatal care are very important, 
since they favor the reduction of maternal mortality and encompass the promotion of 
maternal   health,   risk   prevention,   nutritional   support   assurance,   criteria   for 
investigation of pregnancy risk and inclusion of pregnant women in the basic 
component of prenatal care model [9]. Regarding actions during childbirth, these are 
based in institutional care, skilled professional care, restricted use of oxytocics in the 
active phase of labor and episiotomy, performance of traditional midwives in certain 
contexts, use of appropriate technologies, including the partogram, upright positions 
during labor, management of placental stage and prophylaxis of postpartum 
hemorrhage [10]. 
In  2009, the  National Policy  for  Comprehensive  Care  to Women's  Health 
(PNAISM) sought to consolidate the advances in the field of sexual and reproductive 
rights, and one of its goals was the improvement of obstetric care [11]. As part of the 
concept of comprehensive care, and in order to humanize care, the MOH launched 
the National Program for Humanization of Birth Care (PHPN) [12], complemented by the 
Humane Care Standards for Low Birth Weight Infants; operationalized by the Program 
for Humanization of Labor and Delivery [13]  and the National Policy for Humanization 
- Humaniza SUS [14]. 
In 2011, based on the PHPN recommendations, the MOH enacted Ordinance 
No. 1459, which regulates the "Stork Network," a strategy for organizing a network of 
care in health care level to ensure women the right to reproductive planning [15]. 
According to the MOH, humanizing the care of pregnant women presupposes a 
relationship of respect during pregnancy, childbirth and postpartum process 
established  between health  professionals,  mothers and  caregivers,  and  provides 
access, information and preparation for childbirth [12]. 
In care practice, the obstetrician nurse facilitates the guidelines for proper 
breathing in each step of labor, encourages freedom of movement, the establishment 
of the bond between professional and laboring women, stimulates the presence of a 
partner and the use of physical touch [16,17]. Their performance in teaching is guided 
in the conduct of courses in the area of women's health, in general, and also in assisting 
the prenatal care, delivery and postpartum care, gynecological care and newborn 
health [18]. 
On the beneficial aspects arising from the performance of the obstetric nurse 
in the care of pregnancy and childbirth, there is still little information on the training of 
nursing professionals in the perspective of humanized delivery as well as of the care 
practice of these professionals. To elucidate reflections on this theme, authors chose 
the theme concerning the training and practice of obstetric nurses to boost this study 
in order to conduct a review of the scientific literature to identify what studies portray 
on the training and practice of nursing professionals regarding humanization of care 




Researchers conducted an integrative and systematic review of the literature, 
taking the recommendations proposed by Mendes, Silveira and Galvão [19] as 
theoretical framework. As these authors recommend, the following steps were followed: 
formulation of the research question, establishing criteria for inclusion and exclusion of 
articles, definition of information to be extracted and categorization of studies, 








The first step followed for the preparation of the study was the definition of the 
following research question: what do studies show and discuss on humanization 
actions in the training and practice of nurses regarding care for pregnant women and 
mothers in Brazil? 
The inclusion of articles corresponds to the second step, and was directed by 
the following criteria: bibliographical survey conducted from October to November 
2014, by crossing the descriptors "Humanized Childbirth", "Obstetric Nursing", 
"Prenatal Care" and "Training", in the databases SciELO, Lilacs and BDENF. The 
choice of such databases occurred because: they are large sources of research data 
that bring together studies held in Latin America and specifically in Brazil. To be 
included, articles should have abstracts and texts available online, in full, in Portuguese 
language, which had as object of study the training or practice of nurses for the 
humanization of actions in delivery care in Brazil, published from 2004 to 
2014. This period was chosen because it comprised studies published over the past 
decade, thus portraying the broad and current context of publications. 
The search identified 85 articles, of which 20 were located by the intersection 
of the descriptors "Humanized Childbirth", "Nursing" and "Training", 25 by "Obstetric 
Nursing" "Prenatal Care" and "Training", and 40 by "Training" and" Humanized 
Childbirth".  The  third  step  of  the  review  corresponds  to  the  definition  of  the 
information to be extracted from selected articles based on convergences and 
divergences. Before seeking relevant information by reading the articles, authors 
have chosen as a central theme the training and practice of obstetric nurses for the 
humanized delivery. So, after reading the abstracts of all articles, those whose main 
object of study was not nursing training or practice for humanizing actions in care 
delivery, those that were not carried out in Brazil, and those that were repeated in more  
than  one  database  were  excluded.  After  identifying  the  articles  in  the databases, 
they were separated according to the base and selected for full reading as shown in 
the flowchart I. The final sample consisted of 28 articles that were organized in table 
(Table I), including the title, year of publication, objectives and study design. 
Of the selected articles, only one portrayed the training and practice in its title, 
not specifically mentioning the nurse’s performance. There were studies with qualitative 
and quantitative methodological approach, and review studies. Review studies were 
used to support the search for original studies and were not included in the final sample. 
The analysis of the selected articles took place according to the criteria of 
content analysis proposed by Bardin [20]. This step was the fourth step of the review, 
in which authors performed the floating reading of the material to choose, organize and 
systematize the studies, which originated the units of meaning according to the 
emerging, convergent and divergent ideas. The analysis was conducted by the first 
author (HF) and confronted by the second author (MYM). 
Subsequently,   the   fifth   step   was   carried   out,   which   consists   in   the 
interpretation of results to enable critical evaluation of the included studies, comparison 
with the theoretical knowledge, identification of conclusions and implications resulting 
from the integrative review which will be presented and discussed in the following 
themes that emerged from the analysis articles: nursing training for the humanization  
of  care actions  in pregnancy, labor and  birth;  and nurses’ practice in humanized 












Nursing training for humanized delivery 
The    performance    of 
graduates    nurses    in 
Obstetrics 
Specialization Course in 
the Northeast of Brazil: 
from proposal to 
implementation [18] 
2012    -    Esc. 
Anna        Nery 
Rev. 
Enfermagem 
Detailing                    the 
performance of nurses 
after doing specialization 
in obstetrics in 
Northeastern Brazil and 
the benefits of this 
performance   embodied 
in awards for the 
institution in which they 
worked. 
Quantitative 
Humanization  and  non- 
medicalization of care to 
women:  from  teaching 
to practice [21] 
2009    -    Rev. 
enfermagem 
UERJ 
Discussing the inclusion 
of the Nursing Faculty of 
the State University of 
Rio de Janeiro (FENF / 










The articles selected were based on empirical research published in Nursing 
and Public Health journals. The studies that supported the publications were held in 
the Northeast, Southeast and South regions of the country, especially in the states of 
São  Paulo,  Rio  de  Janeiro  and  Ceara.  Among  the  original  articles,  16  used 
qualitative approach, 11, quantitative approach and one, quantitative and qualitative 
approach; 25 were carried out in health institutions and three were conducted 
institutional and teaching environments, respectively. 
 
Flowchart I - Search description of articles in databases. 
 
 
Table I - Description of the selected articles according to title, year, journal, 

















  and   non-medicalization 
of care to women in the 
city of Rio de Janeiro. 
 
Raising            students’ 
awareness      for      the 
humanized             care: 
teaching-learning 
experiences [22] 
2004    -    Rev. 
RENE 
Raising             students’ 






Ethics  in  the  teaching- 
learning     process     in 
obstetrics nursing [23] 
2004    –    Rev 
Escola         de 
Enfermagem 
USP 
Emphasizing ethics and 
solidarity in  the 
teaching-care process of 
women during prenatal 
care and childbirth. 
Case study 
Training  of  nurses  for 
childbirth:    implantation 
of  a  university  hospital 
in the 80s [24] 
2008    -    Esc. 
Anna        Nery 
Rev. 
Enfermagem 
Knowing    the    political 
background and 
education   that   guided 
the training of nurses in 
obstetric area in Rio 
Grande do Sul state. 
Oral history 
Meaning  of  labor:  the 
perspective   of   nursing 
students [25] 
2009    -    Acta 
paul. 
enfermagem 
Understanding           the 
meaning of labor for 
nursing students who 
attended the discipline 
Nursing in the Care 
Process III - Women's 
Health. 
Qualitative 
Obstetric             nursing 
training       in       Brazil: 
successes  and  failures 
1972-1996 [26] 
2005    –    Rev 
Brasileira     de 
Enfermagem 
Characterizing           the 
Obstetric  Nursing 
training programs, 
according to the 
geographical regions, in 
the light of legal and 
social-political provisions 
from 1972 to 1996. 
Qualitative 
Teaching on prevention 
and repair of perineal 
trauma in specialized 
obstetric  nursing 
courses [27] 
2008    -    Rev. 
enfermagem 
UERJ 
Describing the elements 
that underlie the 
teaching of normal 
delivery care in the 
prevention and repair of 


















  specialized        obstetric 
nursing courses. 
 
Experiences of nurses 
in specialized obstetric 
nursing courses [28] 
2006   –   Rev. 
Enfermagem 
UERJ 
Describing                 the 
curriculum proposals of 
these courses and 
analyzing the reports of 
these experiences. 
Qualitative 
Humanization    in    the 
context    of    obstetrics 
training [29] 
2005   –   Rev. 
Ciênc.    Saúde 
Coletiva 
Reflecting       on       the 
humanization  of 
childbirth  in the context 
of obstetrics training. 
Qualitative 
Training      nurses      in 
Japan:   contributed   to 
the implementation of 


















013   –   Rev. 
exto             e 
ontexto 
nfermagem 
Discussing                 the 
contributions  of  training 
of Brazilian obstetric 
nurses in Japanese 
normal delivery centers 
for the implementation of 
the birth center in Rio de 
Janeiro. 
Qualitative 
The obstetric nurse: 
strategic agent in the 
implementation of 
humanized practices in 
maternity hospitals [31] 
 
 
009    -    Rev. 
nfermagem 
ERJ. 
Analyzing the strategies 
used to implement the 
humanized model in the 
Leila Diniz Municipal 
Maternity Hospital, 
located  in  Rio de 
Janeiro. 
Qualitative 
Training                    and 
professional integration 
of graduates from the 
obstetric nursing 
residency program [32] 
2014       –Rev. 
Enfermagem 
UERJ 
Describing                 the 
evaluation  of  training 
and professional 
integration  of graduates 
from the Obstetric 
Nursing Residency 
Program  at the 
University of Rio de 
Janeiro State. 
Quantitative 
Nursing practice for humanized delivery 
The   meaning   of   non- 
medicalization of 
childbirth care in 
hospitals:    analysis    of 
2008              – 
Rev.Esc 
Enferm USP 
The  construction  of  the 
meaning       of       "non- 


















obstetric              nurses’ 
perception [33] 
 obstetric nurses.  
Access to delivery care 
for   pregnant 
adolescents in SUS 
maternity hospitals [34] 
2010              – 
Rev.Gaucha 
Enfermagem 
Identifying   the   factors 
that interfere with the 
pregnant woman's 
accessibility  to 
monitoring  the  delivery 
in the Unified Health 
System  network  (SUS) 
in the city of Rio de 
Janeiro (RJ). 
Quantitative 
Care  indicators  for  the 
body that procreates: 
nursing actions before, 
during and after delivery 
- a contribution for the 
obstetric  nursing 
practice [35] 




Identifying                 and 
discussing the actions in 
these times when the 
woman's body gives rise 
to another life. 
Qualitative 
Effectiveness   of   non- 
pharmacological 
strategies   in   relieving 
the  pain  of  mothers  in 
labor [36] 
2009    –    Rev 
Escola         de 
Enfermagem 
USP 
Evaluating                 the 
effectiveness    of    non- 
pharmacological 
strategies to relieve the 
pain of mothers in labor. 
Quantitative 
Obstetric            nursing: 
discovering the 
advantages and 
difficulties of the expert 
in this area [37] 
2006    -    Rev. 
enfermagem 
UERJ 
Identifying and analyzing 
the strengths and 
difficulties of  the 
obstetric  nurse  working 
in different areas of 
obstetric nursing. 
Quantitative 
Health      professionals’ 
perception  about  the 
care philosophy of a 
public maternity hospital 
in Southern Brazil [38] 
2011   –   Rev. 
Brasileira     de 
Enfermagem 
Evaluating                 the 
implementation of a care 
philosophy of a teaching 




The     discourse     and 
practice   of   teenagers’ 
humanized delivery [39] 
2013    -    Rev. 
Texto             & 
Contexto 
Enfermagem 
Knowing   the   childbirth 
care   practices 
developed by health 
professionals in the care 


















Care in labor and birth: 
a quantitative study [40] 
2007    -    Rev. 
Online  braz.  j. 
nurs 
Characterizing         care 
provided to mother and 
child during labor and 
birth and discussing 
whether such care 
minimizes the risks to 
maternal and newborn 
health. 
Quantitative 
Humanization           and 
equity of labor care in a 
city  in  Southern  Brazil 
[41] 
2008    -    Rev. 
Acta         paul. 
enfermagem 
Identifying            factors 
associated  with  quality 
of care and possible 
predispositions to 
inequities in labor care. 
Quantitative 
Evaluation      of      non- 
pharmacological 
strategies   in   relieving 
the  pain  of  women  in 
labor [42] 
2008    -    Rev. 
RENE 
Evaluating                 the 
effectiveness    of    non- 
pharmacological 
strategies to relieve pain 





Delivery  care  practices 
and challenges for 
humanization of care in 
two hospitals affiliated 
with the Unified Health 
System   in   a   city   of 
Southern Brazil [43] 
2008    -    Rev. 
Cad.      Saúde 
Pública 
Characterizing    hospital 
delivery care and 
identifying obstacles and 
facilitating factors for the 
implementation of 
humanized care based 
on women’s perception 
on the received care. 
Quantitative 
Humanized      childbirth 
under the perceptions of 
obstetric   nurses 
involved in the delivery 
care [44] 




Identifying                  the 
perception of obstetric 
nurses on humanization 
of childbirth care and 
evidencing, through 
speeches, the actions 
developed in the birth 
process and the factors 
that complicate the 
implementation of such 
care. 
Qualitative 
Obstetric             nurses’ 
performance  in the 
health care system 
(SUS-BA): study of the 
2009   –   Rev. 
Baiana         de 
Enfermagem 
Analyze the inclusion in 
SUS of the graduate 
nurses from Obstetric 




















graduates  of  Obstetric 
Nursing     specialization 
courses of EEUFBA [45] 
 courses    of    EEUFBA 




of these nurses and 
identifying the facilities 




developed by obstetric 
nurses in assisting 
hospital delivery [16] 




adopted and developed 
by nurses since the 
implementation of 
humanized model of 
childbirth care. 
Qualitative 
Humanized             birth: 
experience  in the 
Unified  Health  System 
[46] 
2014   –   Rev. 
Mineira        de 
Enfermagem 
Reporting                   the 
experience of creation, 
production and 
dissemination of a 
popular documentary 
about humanized birth in 





Nursing training for humanization of care during pregnancy, labor and birth 
 
Health professionals’ humanistic training emerges from the understanding of 
teaching and learning as permanent actions in order to learn to be, reflecting the 
formation of a professional with the capacity to offer humanized care [47]. 
Academic nursing education is still incipient for the promotion of humanized birth 
[44]. Teaching in nursing, however, has been undergoing transformations with advances 
in the social, political and ethical context, as new learning strategies that focus on the 
intention to broaden dialogue, students’ participation and understanding of the various 
aspects involving a more liberating, creative, reflective, constructive and questioning 
approach, so that there is support to the actions taken by nurses [23]. 
Based on the selected it articles was identified studies that portray the issues 
of nursing education to promote humanized birth since graduation, specialization and 
obstetrical residency, as well as the discussion of the intrinsic ethical issues in 
education and the impact of training actions proposed by nurses. 
The training of nurses during graduation in the South of Brazil, directed to 
obstetric care, was completed in the 50's and only from 1972 the nursing course started 
to carry out practical activities linked to the University. In this period, there were 








the second stage of labor, which was greatly reduced compared to the amount of 
medical students [24]. 
In addition to the difficulties found in the practical performance of nurses, it is 
noteworthy the training policy of five higher education institutions, one of each 
geographic region of Brazil, which showed the presence of disciplines in the area that 
only met the government proposals centered in pregnancy and childbirth, although 
there was some influence of social political movements, underpinning the PAISM. 
There were also knowledge gaps regarding the emerging content in family health, 
subjectivity, violence and gender issues, among others [26]. 
Aspects of obstetric training were mentioned in the teaching and learning 
process of medical school obstetrics area, and these corroborate the findings already 
listed on the conflicts on the notion of humanization that counteract the care models 
presented in reality, if compared  with  the ideal models proposed  by professors, 
putting on the agenda the discussion of the profession ideal itself and of its field of 
competence [29]. 
In 2004, there was discussion on the need to modify the usual model of teaching 
how to care with emphasis on humanization with students of an undergraduate Nursing 
course, by mentioning that humanization aims to favor a welfare state; that, with 
awareness, care can have a humanistic character; and that professors can make the 
human care a life practice [22]. 
In Northeast Brazil the appreciation of education during specialization aimed at 
proposing improvements in the performance of nurses who worked in social 
assistance, reflecting positive results in administration and teaching areas. These 
results  enabled  awards  for the  implementation  of  care  models  proposed  by the 
Ministry of Health, such as the initiative of the Baby Friendly Hospital, Galba de 
Araujo  Award,  Kangaroo  Mother  Care,  Sunrise  Project  and  Human  Milk  Bank, 
encouraged mostly by nurses who were sensitized during training in the obstetric 
nursing specialization course [18]. 
Obstetric nurse specialization is encouraged by the Ministry of Health when it 
proposes to finance specialization courses for professionals working in the health 
system, which confirms the study conducted in Rio de Janeiro that points out that the 
State has been financing the qualification of nurses. However, some difficulties were 
highlighted, such as the lack of leave of absence from full-time jobs to complete the 
course  and  the  non-participation  in  delivery  care  after  the  end  of  the  course, 
indicating the need for curriculum reform with emphasis on the humanization care 
model and the creation of Normal Birth centers [28]. 
Another factor that hindered the success in training nurses to perform 
humanizing actions in care delivery by graduate nurses from obstetric residency at 
the State University of Rio de Janeiro was the need to improve the theoretical content 
and the direct supervision of preceptor ship, in addition to the great demand of activities, 
requirements and tasks to be accomplished and poor working conditions even after 
graduated in the course [32]. 
It   is   worth   mentioning   the   importance   of   valuing   education   for   the 
humanization of delivery care, by considering the obstetrician nurse as a strategic 
agent for the implementation of humanization practices [48]. Such practices were 
discussed during the training of nurses and physicians, through awareness-raising 
workshops, using educational activities with use of body language, body dynamics and 








These activities, however, were not enough for physicians to incorporate the 
humanized care model, and the participation of obstetric nurses contributed to the 
incorporation of practices, enabling the dissemination and support of professionals’ 
actions in the humanized model [48]. 
Despite the positive results arising from professionals’ training, several factors 
have interfered negatively to the achievement of such training in various regions of 
the country, as in Santa Catarina and Rio de Janeiro, that portrayed difficulties even 
in 1960 for the implementation of nurses’ practice [31]. 
With an emphasis on nurses’ training process to foster humanized childbirth 
care, it is worth mentioning the initiative of the Brazilian Government, taken in 2002, 
so that obstetric nurses, indicated by health departments, attended a training course 
on humanized birth care in Japan. This training aimed to reduce infant and maternal 
mortality, with the implementation of appropriate practices to support the principles of 
humanization of care during labor and birth in the SUS [30]. This training reflected 
positively on institutional data, contributing to the expansion of the competence of the 
nurses involved. Those who participated in the group developed the care protocol for 
the childbirth center and contributed to the development of creative, less interventionist 
obstetrical practices, centered on the role of women and in sensitive care [30]. 
Nurses’ professional practice is rooted in the "fragmentation of knowledge in 
health and nursing areas" as a "dehumanizing factor of care" and can be seen from 
the need of change in the relations between agents in order to enable the 
implementation of the Program for Humanization of Prenatal and Childbirth [49]. 
In Santa Catarina, a study evidenced lack of awareness of nursing assistants, 
obstetric nurses and obstetric physicians for the importance of humanized care; the 
authority  of  the  team  members  who  overrode  any  attitude  of  women  and  their 
companions,  enhancing  the  moment  of  fragility  and  uncertainty  and  the  lack  of 
recognition by the team on humanized birth as a professional duty and a women’s right 
[49]. In this sense, it is noteworthy the shortcomings found in the professionals’ training 
also derived from the team’s ignorance about PHPN guidelines. 
 
Nurses' performance in humanized obstetric care in Brazil 
 
According to the studies analyzed, nurses’ performance in obstetric care in 
Brazil has been linked to the actions directed from the family health strategy [50]  to 
hospital care [33]. 
One of the actions carried out in the Family Health Strategy consists of 
educational practices at community level, carried out by undergraduate nursing 
students during the weekly group meetings conducted in the community, where they 
discussed issues on preparation for childbirth, breastfeeding, self-care, postpartum 
depression and baby care [51]. 
In hospital care, the practice of invasive or non-invasive procedures without well-
defined criteria raised nurses’ reflection and the recognition that this fact is associated 
with the knowledge gained during academic training directed by the "medicalized" 
model of childbirth care. In the professionals’ perception, this model can be rebuilt 
as they perceive themselves as agents with potential for change, able to carry out 
changes in the environment in which they work, influencing even other professionals 
to find in their care the basis on which they constituted their practice with an 








Still on the work of nurses in hospital care, some difficulties were expressed by 
nurses in post-partum care, such as obstetric violence, characterized by the 
abandonment of women in that period, by the veiled violence in the name of a 
technique, on behalf of a treatment, as if the woman was ill, in addition to hierarchical 
gaps that are sharpened, as health professionals, in the particular case of nursing, have 
power over the body of woman in labor, indicating what to do or even invading it without 
her permission. This fact indicates a great challenge for professionals, which is the 
development of the indicators for organization, disorganization and reorganization in 
search of improving nursing care [35]. 
In this sense, it is worth mentioning the importance of obstetric nurses, 
expressed by women in a public maternity hospital in the city of Curitiba / PR, by 
mentioning that the obstetric nurse is fundamental in changing the care model in the 
delivery process and the valorization of this professional in institution, as they can 
significantly  contribute  to  the  humanization  and  the  promotion  of  women  and 
newborn’s safety [46]. 
One of the nursing staff functions in the delivery room is to provide guidance to 
the mother’s companion, but often these  guidelines are not held  by fear of  the 
unknown, especially the lack of ability to deal with an affective interaction towards the 
woman and her companion [52]. 
The presence of the companion in childbirth scene has enabled changes in 
the attitude of professionals, who have developed a more humane and less routine 
practice. It has encouraged health professionals to rethink the meaning of birth, and 
has also enabled a more comprehensive care by allowing the expansion of observing 
the mother and the communication of their needs [52]. 
In addition to the fragmentation in the training of obstetric nurses, other factors 
- such as lack of  remuneration for performed deliveries,  difficulties  of  nurses  in 
carrying out deliveries in the first years of service, lack of motivation, few qualified 
professionals  in  the  area,  dispute  for  space,  acting  just  as  an  observer  during 
delivery, practice restricted to the antepartum and postpartum periods, nurse's role 
restricted to the second stage of labor and, above all, the strategies of nurses to perform 
deliveries in the event of strikes by physicians – have not positively reflected 
for preserve the practice of obstetric nurse in this reality [31]. 
Obstetric  nursing  practice  has  been  permeated  by  conflicts  among  the 
category itself, such as relationship conflicts generated by different values in the 
remuneration of general nurses compared to obstetric nurses and other professional 
groups; ignorance of laws and the possible deficient of training of obstetric nurses. 
On the other hand, there are also conflicts in relation to professional practice 
at the institutional level. In primary care, for example, physicians claim to be against 
the practice of nurses performing prenatal consultations without being specialists in 
Obstetrics [53]. In the hospital environment, limitations for professional practice are 
related to the institutional barriers, tight labor market, opposition by physicians, lack 
of professional recognition and poor working conditions that justify the difficulties of 
these professionals to stay in this area of expertise [32]. 
However, these  difficulties  stem from  a hybrid  professional  identity,  which 
favors accumulation or deviance of functions in professional practice, with the 
displacement of the obstetric nurse from prenatal and delivery care to other areas of 
nursing, generating work overload, frustration, demotivation, conformism and 
submission [1]. 
It is worth mentioning the fact that the medical model training differs from the 








care and focused on the physiological, emotional and sociocultural aspects of the 
reproductive process. In this perspective, the authors propose that physicians and 
obstetric nurses work in partnership since pre-birth to allow a less interventionist care 
performed by nurses and a more targeted care of physicians to high-risk cases. 
Thus, physicians have not strived to incorporate elements of the proposed 
humanization to their routine and have devalued the use of alternative methods [54]. 
This  fact  led  to  a  competition  in  labor  market  and  favored  a  valuable 
discussion so that work is truly performed by the team, involving the simultaneous 
participation of physicians and obstetric nurses in the process and that childbirth care 
institutions  have  widely  publicized  protocols,  conduct  periodic  discussions  on 
maternal and perinatal outcomes through indicators, and describe the limits and 




The studies in question refer to a reflection on the training and practice of nursing 
professionals for the humanization of actions in the care of pregnancy, labor and birth 
in Brazil. 
The articles that portrayed the training of professionals showed a gap of 
knowledge in undergraduate  courses, for teaching is still ruled by interventionist 
practices, so that not all professionals are sensitized to act in a humane way in 
childbirth care in health services. Although there have been improvements that aimed 
to improve the humanized care, nursing practice is still supported by the biomedical 
model [29,55]. 
For WHO, qualified  professionals  are  those  who  have  skills  necessary to 
provide care during pregnancy, childbirth and the postpartum period, and these may 
be obstetricians, obstetric nurses, professional midwives or midwives [4]. 
Authors identifies the studies that discuss obstetric nurses’ performance in 
prenatal care, hospital care, maternity centers, and especially in teaching [56,16,30,57]. 
These studies have showed that in addition to the gap in undergraduate nursing 
courses, the quality of teaching in obstetric nursing courses is incipient, and this 
signaled the need for further investigation through different methodological designs that 
can portray and deepen the knowledge of the specificities of this training. 
It is important to note that the care provided by professionals should be related 
to  education. In view of  this, there  must be  appreciation  and  investment  in  the 
educational  process of  health  professionals  who  provide  care,  so  that  they  can 
understand women who have experienced the labor and birth in a holistic manner. In 
such a situation, some studies have highlighted that the articulation of knowledge 
acquired during academic education and care practice may favor the existence of a 
"medicalized" or a humanized model of care. 
Since 1999, Obstetric Nursing specialization courses (CEEO in Portuguese) 
have been implemented and funded throughout the country through the Women’s 
Health Technical Area, seeking to ensure better access to coverage and quality of 
prenatal care, assistance to childbirth and the postpartum period. From 1999 to 2004, 
76 CEEO were lectured throughout Brazil, specializing 1,366 obstetric nurses [58]. 
This initiative encouraged the development and extension of obstetric nursing 
residency courses, which are seen as a new educational modality with the potential 
to qualify nurses with technical skills to provide care under the principles of 
humanization and scientific evidence. However, this panorama of training has been a 








ambivalences and contradictions found in health services that lead to difficulty in 
practice fields so that students can develop skills in this sense. 
In addition to the investment in the training of professionals, it is worth noting the 
importance of training programs directed by birth humanization programs and policies 
aimed at awareness. With a view to achieving a humanized delivery care, there is the 
need of articulating health promotion, health education and care, these that require 
investments  and changes  in the  training of  professionals, aiming at overcoming 
the biomedical model culture that sustains the "medicalization" of childbirth. 
It  is  worth  highlighting  the  fact  that  evaluating  training  is  a  difficult  task, 
because  there  has  been  an  effort  by  educators  to  insert  different  proposals  of 
teaching and learning, curriculum changes, insertion of active methods, however, these 
are hampered by the limitations of the nursing category itself, which is characterized 
by workload, professional devaluation and lack of incentive on the part 
of institutional management [44,23,48]. 
It is important to emphasize the quality of education in undergraduate and 
graduate programs, and reflect how the practice of nurses under training is largely 
hindered. In fact, some health institutions have been adapting to the new care model 
based on humanizing care actions to the woman, however, when in the practice field, 
it is evident the dispute of professionals to delivery care, the lack of access of the 
patients and also the large number of professionals in training who seek improving their 
performance. 
So, the suggestion [24] for nurses to return to midwifery is current and valid and 
thus it might be set a quota so that nurses can provide care during delivery in university 
hospitals so that they do not cease to learn midwifery and exercise the actions of a 
space they have already conquered legally through Professional Practice 




This study has allowed the understanding of the intrinsic factors in teaching 
and practice of nurses for the humanization of childbirth in Brazil, which points to the 
need for development in the training of professionals for the humanized practice of 
nurses, whose performance is still hampered by poor working conditions, by the 
biomedical model that ignores the subjective needs and by cultural factors interfering 
in care. 
There was a paucity of studies in relation to nurses’ humanizing actions in 
teaching and practice. Despite the incentives offered by the MOH policies and 
programs published since 2000, focusing on the humanization of care, much remains 
to be implemented. 
Practices carried out by nurses were identified in primary care, birth centers, 
hospital care and teaching that contribute to the "non-medicalization" of hospital 
delivery care, by enabling the mother to develop skills to control labor. 
The study suggests that nursing practice should be guided in the true sense of 
humanization of obstetric care, focused on less interventionist and more emotional care 
and on respect for women’s sexual and reproductive rights. 
The findings evidence the need to expand the debate on humanization of 
delivery care, overcoming hostility as its implementation, need for greater visibility of 
the  nurse's  role  in  this  process,  intersectoral  arrangements  in  the  professional 








health professionals, professors and students, educational institutions professionals, 
as well as women, signaling an urgent modification of knowledge and practices that 
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Aim:  to  understand  the  humanized  practice  carried  out  by  nurses  at  high  risk 
antenatal services of Brazil. 
 
Materials and methods: A qualitative study was carried out.Nurses working in a high 
risk service from two public maternities were selected through purposive sampling. A 
semi-structured interview was conducted with each participant. All interviews were 
recorded, transcribed verbatim and content analysis was performed. 
 
Results: All the nurses of the two maternities (three in each institution) participated. 
Participants were working at high risk services 2 to 18 years.They considered that 
humanization   of   care   consisted   of   actions   related   patient   embracement, 
individualized care and establishing a relationship of trust and communication with 
the pregnant women they assisted. The main practices towards humanization of care 
reported  were:  guided  visits  to  the  obstetrical  ward,  organization  of  educational 
groups to provide information on the issues related to pregnancy and the birthing 
process and on non-pharmacological methods for relieving labor pain, and 
encouragement of the presence of a companion chosen by the women during 
consultation. Furthermore, they reported the need for improvement of professionals’ 
knowledge   regarding   t   humanization   policies,   team   communication,   early 
identification  of  pregnant  women,  improvement  in  and  access  to  educational 
materials, and availability of services for pregnant women. 
 
Conclusion and implications of nursing and health policy: the nurses defined and 
incorporated practices towards humanization of care in high-risk antenatal care; 
however, their actions were fragmented. The present study can help nurses to 
implement humanized actions in antenatal services. 
 
Keywords: Antenatal Care; Humanization of assistance; Nurses; Public Policies; 










As part of the multidisciplinary team,  nurses,  in  addition  to  other actions, 
coordinate antenatal education group activities aimed at preparing women for labor 
and childbirth. In these groups the main themes discussed are the physiological 
changes of pregnancy, nutrition, non-pharmacological techniques to relieve labor 
pain,  fetal  growth  and  development,  and  breastfeeding  (Ustunsoz  et  al.,  2011; 
Phillippi et al. 2016). This practice improves women’s knowledge about risk factors and 
complications of pregnancy, maternal and neonatal well-being, reduced fear of 
childbirth (Karabulut et al. 2016), and encourage women to actively attend antenatal 
care, improving satisfaction with antenatal care, and appreciation of the work of the 
nursing team (Heaman et al. 2015). 
 
Antenatal care can be evaluated according to the organization and context of 
the care provided (Hildingsson et al. 2015). Nurse’s practice towards humanized 
antenatal care is facing difficulties. Some of the difficulties are due to the lack of 
time and shortage of professionals to provide quality care, and others are due to 
women’s lack of adherence to the orientations received and non-attendance to the 
services (Edie et al. 2015). Other difficulties for the development of these actions are 
precarious physical structures, scarce provision of educational activities for pregnant 
women and nurses’ poor skills to carry out these activities (Jorge et al. 2016). 
 
According  to  recent  studies  (Hildingsson  et  el.,  2013;  Jorge  et  al.  2016), 
nursing care in antenatal care is still focused on interventional practices based on the 
biomedical model and is permeated by disputes between healthcare professionals 
(HCPs) related to the field of expertise and work overload. On the other hand, there 
is insufficient knowledge regarding the training of nurses to implement actions that 
humanize antenatal care (Brasil 1990). 
 
In Brazil, the National Health System (Sistema Único de Saúde – SUS), provides  
public  programs  and  services,  and  ensures  access  to  antenatal  care through 
health care policies care and professional training (OMS 2015). Since the year 2000, 
the Antenatal and Birth Humanization Program (Programa de Humanização no Pré-
natal e Nascimento – PHPN) and, most recently, the recommendations of a Network 
(Rede Cegonha) antenatal care should include antenatal educational g for pregnant 








It is important to understand nurse’s role in the provision of humanized care in 
antenatal services because there still is a gap in the knowledge regarding the 
implementation of these activities. The objective of the present study was to understand  
the  humanized  practice  carried  out  by  nurses  at  high  risk  prenatal services in f 
Brazil. 
 




A qualitative study was conducted to provide in-depth understanding of the 
implementation of humanized activities in nurse’s practice among women attended in 
high risk antenatal care services (Patton, 2002). 
 
Sample and setting 
 
The study was conducted in two public university maternity hospitals that 
provide antenatal high-risk care – one in the Southeastern region of Brazil (Maternity 
A) and the other in the Northeastern region of the country (Maternity B). The two 
maternities are nationally recognized for adhering to public policies for the 
humanization of antenatal, labor, childbirth, and postpartum care (Rehuna, 2005). 
 
The maternity hospital of the Northeastern region, following the norms of the 
Ministry  of  Health  (MoH),  has  implemented  guidelines  for  the  care  of  pregnant 
women since 2011 (Meac, 2015). In the Southeastern region the chosen maternity was 





Following the logic of purposeful sampling information-rich cases for an in- 
depth study were selected. The strategy used for the selection of participants was 
intensity sampling (Patton, 2002). All the high-risk antenatal care nurses from both 
maternities were contacted and informed about the study objectives. All the nurses 
contacted-three from each maternity – accepted to take part in the study. 
Before initiating the interviews, an acculturation phase was carried out at both 
maternity hospitals were the study was conducted. For the researcher to become 
familiar with the research settings (Turato, 2003). Data was collected between March 








guide started with the question “In your opinion, what constitutes humanizing actions 
in prenatal care?” and continued with open ended questions and prompts to ensure 
an in-depth discussion with each participant on the relevant aspects of the research. 
The thematic guide contained issues based on the main current recommendations for 
the humanization of antenatal care in the country and addressed issues related to: i) 
the concept of humanization of antenatal care; ii) motivation to work in antenatal 
care;iii)  actions  to  humanize  the  care  provided  to  pregnant  women,  iv)  training 
nurse`s receive to carry out actions for the humanization of antenatal care, v) nurses’ 
difficulties, facilities and suggestions to carry out humanized actions in antenatal 
care, vi) antenatal group counseling for childbirth, vii) physical structure of the maternity 
hospitals, and viii) articulation between professionals and services to humanize care 
during antenatal care. 
 
All the interviews were conducted by one of the authors (HF), a nurse with 
experience in humanizing antenatal care, who was not working in any of the institutions 
were the research was conducted. Therefore, the interviewer had domain of the theme 
discussed and no previous contact with the interviewees. All interviews were recorded, 




Data underwent thematic analysis (Bardin, 2008). Initially the transcribed 
interviews were read, relevant topics identified and grouped according to a thematic 
frame organized based on the interview guide. In the process of compiling recurring 
ideas,  experiences  and  behavioral  patterns  similar  data  was  organized  in  a 
meaningful way. The main themes identified were systematized into analytical 
categories. The categories identified were: humanizing activities performed in high- risk 
antenatal care and nurses’ perception about the implementation of humanization 
activities in maternity hospitals. Data were analyzed for thematic content by one author 
(HF) and cross-checked by the other authors (RMS and MYM). Anonymity of 
respondents was ensured by identifying the statements with the number and region 










The study was approved by the Research Ethics Committee (No. 923.073) and all 




The nurses working at maternity A were older and nurses at maternity B had worked 
in antenatal care for a longer period of time. All the participants reported that the 
motivation to work in the field of antenatal care arose during their undergraduate 
studies (Table 1). 
 



















Nur.1         51       White            31 years                  2 years                     A 
Nur. 2        52   Non White         30 years                 10 years                    A 
Nur. 3        50       White            31 years                  9 years                     A 
Nur. 4        35   Non White         13 years                 17 years                    B 
Nur. 5        39   Non White         17 years               10 months                   B 




Source: Research participants 
 
Activities performed to humanize antenatal high risk care 
 
The nurses from both institutions reported that the concept of humanizing 
antenatal care composed of diverse activities, such as user embracement by the 
nursing staff, the provision of individualized care and bonding between the pregnant 
woman attended and the nurses that cared for them. Furthermore, 
theyreportededucational counseling group activities for encouraging the presence of 
the women`s partner or another person chosen by them during antenatal consultations, 
breastfeeding andinformation on the use of non-pharmacological methods for control 
and relief oflabor pain –such as massage in the shower, and maintaining an upright 








giving information and the training of pregnant women in breathing techniques to be 
used during labor for pain relief performed in partnership with physical therapists. 
 
All nurses reported conducting guided visits to the delivery and rooming-in 
rooms and working jointly with other health professionals (physicians, physical 
therapists, psychologists, and social workers) to develop actions for antenatal 
education and comprehensive care strategies. 
 
“When you are monitoring a patient and notice she needs social 
or psychological follow-up, for example. So, you include the 
participation of these professionals in the care provided to her” 
(Nur 2 A) 
 
“...in educationalgroups I talk aboutphysiological changes of 
pregnancy, fertilization, physical activity during pregnancy, baby 
care,  labor and delivery,  nutrition,  use  of the  ball,  squatting 
exercises, the upright position, showers and massages” (Nur 1 
B) 
 
“...we focus on the signs and symptoms of labor, body changes 
during pregnancy, andbody changeswhen you go into labor, what 
women should bring when it is time and the importance of having 





The nurses from Maternity B reported that during user embracement patients 
were informed about antenatal education and functioning of the outpatient clinic. 
They referred to the importance of training nurses to empower women to gain 
autonomy during labor; and on the principles of holistic care, and referral to a 
multidisciplinary team when necessary. Thenurses who had management tasks 
reported that women in antenatal care were invited to visit the emergency, delivery and 
rooming-in wards at the beginning of the third trimester, and that they supported 









“Humanization is quite incorporated in health care and in the 
management strategies through trainings and meetings with the 
teams” (Nur 2 B) 
 
Nurses from Maternity A reported taking pregnant women to visit the maternity 
hospital; providing information individually or in groups and discussing different themes 
with women according to their gestational age. Also they referred to the importance of 
active listening, respect for privacy, explanation of technical terms, and provision of 
information on labor signs and rooming-in. 
 
 
“We conduct tours through the hospital to show where they will 
arrive, the obstetrics center and the rooming-in room” (Nur 1 A) 
 
 
Nurses’ perception regarding the process of implementation of activities to 
humanize antenatal care 
 
All  participants  reported  that  some  of  the  activities  performed  at  their 
institutions to humanize antenatal care complied with the current standards of the MoH. 
As to the facilitating factors for the humanization of antenatal care, all participants 
referred tothe importance of working in a multidisciplinary team, of an adequate 
physical structure and the support received from managers. Regarding difficulties, the 
participants reported that the small number of nurses available to meet the 
excessive work demand compromised organization and quality of care. 
 
“We have a very good physical space, we have television, we 
have ball to show the non-pharmacological methods, we have 
material, we have videos…” (Nur 2 B) 
 
 
“The main difficulty is the number of nurses, which is very 
reduced, we have to conduct the groups every day, work in the 
outpatient centers…” (Nur 1 A) 
 
 
The suggestions reported by participants from both maternities included 
improvement of communication between professionals and pregnant women, 
implementation of strategies for early initiation of antenatal care, preparation of 








antenatal education andstrategies to facilitateaccess to the maternity hospital at the 
time labor initiates so the care already provided during antenatal consultations and 
antenatal education is not compromised. 
 
“... To ensure that the woman who underwent antenatal care 
here will have access to delivery care” (Nur 4 B) 
 
 
“To create a booklet on labor for patients who do not have 




At Maternity B, all participants reported that implementation of humanized care 
and training of HCPs to humanize care were developed based on the 
recommendations of the current antenatal care and birth humanization programs of the 
MoH. Furthermore they reported that the factors that facilitated implementation of the 
activities were the good involvement of nurses in their work, the multidisciplinary care,  
and  the  team  motivation  and  unity.  As  for  the  difficulties  to  implement humanized 
care, one nurse referred to the biomedical care model embedded in the mind of 
pregnant women, which makes them seek antenatal service only for medical 
consultations. 
 
“We   do   not   receive   specific   training   on   humanization. 




“... This biomedical care model is really embedded in people’s 
 





Most participants from Maternity A reported they did not know the institutional 
policy for humanizing antenatal care, and one participant said that antenatal care 
was organized according to the latest recommendations on humanization proposed 
by the current policy of the MoH. Another nurse said that because the service was 
linked to a university, the professors clarified doubts and provided support for the 








“... Regarding institutional policy, we are told to keep all our 
protocols  updated,  all  our  activities  must  be  recorded  and 
guided by the protocol” (Nur 1 A) 
 
“... The cooperation of some nursing professionals and other 
 
HCP facilitates joint consultation, but not all of them cooperate” 
 




The interviewees’ knowledge about the humanization of antenatal care is in 
line with the recommendations proposed by the current standards of the Brazilian MoH, 
which recommends humanized actions from antenatal care (WHO 2015; Brasil, 
2000).  The  interviews  showed  that  the  activities  to  humanize  antenatal  care 
performed in the two maternities were fragmented and based only on some of the 
actions recommended by the norms of the MoH (Brasil, 2000). 
 
In our study, nurses referred that the physical structure of both regions favored 
humanized antenatal care and that it is necessary to invest in professional training. 
Studies showed that some of the challenges of having high quality antenatal care are 
training nurses to care for women during pregnancy and postpartum promotion of 
quality in health care and user’s satisfaction (Gilmer et al, 2016; Barreto et al., 2015). 
 
Nurses play an active role in the healthcare team of antenatal care as they 
embrace the pregnant women and their companion in a satisfactory manner, provide 
an adequate environment for communication during antenatal consultation, favor the 
bond between the professional and the pregnant women, and provide a more 
humanized care (Martinelli et al., 2014). However, nurse’s practice in antenatal care 
is still fragmented and based on interventionist practices; there is also poor training of 
HCPs and little professional recognition, which makes it necessary to expand the 
debate on the issue to promote changes in nurses’ training and practice (Jorge et al., 
2016). The humanized actions reported in this study are corroborated by previous 
studies (Karabulut et al., 2016; Edie et al., 2015; Martinelli et al., 2014) and comply 
with the recommendations of the MoH regarding the humanized antenatal care. 
 
Although health education delivered during antenatal care can prepare women 








bonding with the HCP (Ateah, 2014), women are still dissatisfied with the information 
received on labor and childbirth (Domingues et al., 2012). It is noteworthy that the basic 
guidelines for humanizing antenatal care are not being followed satisfactorily in several 
regions of Brazil (Coutinho et al., 2010; Parada, 2008; Bruggemann et al., 
2011) and that humanization remains a government policy that is far from becoming 
effective due to the lack of HCPs’ knowledge about the subject (McLeod et al., 2011). 
The participants’ suggestions to improve antenatal care include ensuring 
pregnant women’s access and referral to the maternity hospital, the availability of 
delivery rooms for women in labor and investment in educational booklets. This 
finding confirms that the recommendations of the current policies in Brazil are not being 
followed; additionally, there are poor rates of health education (Martinelli et al. 
2014), and the way health services are organized does not always allow them to 
operate based on the logic of a progressive care network. 
 
Although the participants of our study referred to training and emphasized the 
importance of training, they did not mention experiences of designed for humanizing 
antenatal care. The multidisciplinary approach in antenatal care strengthens team 
work, promotes learning among the pregnant women regarding the issues discussed 
during consultation and provides meaningful learning among the professionals involved 
(McLeod et al., 2011). 
 
Implications for Nursing & Health Policy 
 
The present study will contribute to the implementation of humanized care by nurses 
in antenatal services. The findings evidence the difficulties faced by nurses to 
implement policies and recommendations on humanized care during the antenatal 
period. 
 
Limitations of the study 
 
 
A possible limitation of the present study is the fact that it was conducted with 
nurses from two maternities in Brazil. However, it is important to consider that both 
institutions are recognized for their leadership in the implementation of humanized care 
of pregnant women. On the other hand, the strength of the study was to give voice to 
nurses to report their perceptions and experiences on humanization of antenatal care, 










The present study fosters some reflections on nursing care in high-risk antenatal 
care and gives insight on facilities and difficulties of the implementation humanized 
care. The nurses in this study had an understanding of humanization of care in 
antenatal care; however, they reported not carrying out all the actions recommended  
by the norms of  the MoH in  Brazil.  The  activities  carried  out for humanizing high-
risk antenatal care in both regions involve user embracement actions, individualized 
care and bonding with the pregnant woman. 
 
The participants needed to improve their knowledge about humanization policies 
and suggested improvements in team communication, and educational materials, need 
for training and encouragement from the managers of the institutions in order to 
implement all the activities recommended for humanizing antenatal care. Furthermore, 
it is important to include these activities in the institutional norms and not only 
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Nurse’s practice during child delivery assistance plays an important role in the 
implementation of humanized actions. The objective of this study was to understand 
the perception and practice of nurses in relation to humanization actions during labor 




A qualitative study was conducted with 15 nurses, selected by purposive sampling, 
who worked at the obstetrics center of two high-risk assistance services of public 
maternity wards in Brazil. Data were collected through a semi-structured interview, 
following a thematic guide during the year 2015. All the interviews were recorded, 
transcribed verbatim, and analyzed using thematic content analysis according to the 
following analysis categories: humanization of childbirth in the understanding of nurses; 
humanized practice of the nurse during labor and delivery; and management of care 




Participants considered that the humanization of assistance ofwoman in labor is 
based on holistic care, qualified listening, and on providing guidance duringlabor. The 
practice of the nurse during birth assistance was different in both maternity hospitals. 
During the immediate puerperium, all of them performed skin-to-skin contact and 
breastfeeding encouragement. They reported that the physical structure of the two 
institutions contributed to the implementation of a humanized practice; and the need 









Conclusions: Nurses understand the practices of humanization in labor and delivery 
assistance. However, some practices were different in both maternity wards and 
gave way to recommendations for further reflections about the management model of 
those institutions. 
 









Childbirth  assistance  is  associated   with  the  model  adopted  in  health 
institutions, cultural aspects, the attitude of professionals regarding assitance, women's 
opinion about the choice of a certain type of childbirth and women’s lack of preparation 
for childbirth [1]. No single factor explains the complexity of the decision on the type of 
childbirth, however it is important to note that there is a tendency of increase  in  
Cesarean  section  in  private  and  teaching  hospitals  [2-3].  Access  to health-related 
technology, high levels of parturient monitoring, and the attitude of health professionals 
regarding childbirth, may interfere with humanized assistance during childbirth in highly 
specialized maternity hospitals [4]. 
 
To promote the humanized assistance during childbirth, it is necessary to 
understand organizational factors internal communications of an institution [5]. The 
goal  for  maternity  hospitals  should  be  to  decrease  the  number  of  unnecessary 
surgical interventions, and humanize birth in a hospital environment [5-6]. One of the 
strategies used by professionals to reduce the number of interventions is the use of 









The practice of nurses during childbirth assistance plays an important role for 
the implementation of humanized actions [4], as in their practice, they embody the 
knowledge based on evidence [8]. They promote the preparation of a delivery plan with 
the patient [9] and positively influence the decisions about the type of delivery [10].They 
guide and stimulate the use of non-pharmacological methods for pain relief and carry 
out direct assistance to low-risk childbirth [11-12]. They encourage skin-to- skin contact 
of mother and baby in the first hour of life and good relationships with the women and 
family [13]. 
 
The   implementation   of   humanized   practices   in   the   care   of   high-risk 
pregnancies requires the articulation of social factors, cultural characteristics and 
institutional organization [14]. Obstetric nurses can have meaningful role in the 
implementation of humanized actions at maternity hospitals, however, they face 
difficulties at the individual, institutional and health system level to develop their 
practice [12]. Studies show that health professionals frequently lack knowledge about 
the practice of the obstetric nurse [12], and some of the difficulties are due to the 
centralization of the biomedical model, institutional barriers, restricted labor market, 
poor working conditions, and practice limited only to the prepartum and postpartum 
[12-14-15]. 
 
Brazil has the Unified Health System (SUS - Sistema Único de Saúde) that 
ensures comprehensiveness, universality, and equity of care. To deal with the 
challenge of humanized childbirth assistance, the Ministry of Health (MS - Ministério 
da   Saúde)  recommends   actions  for  nurse   to  promote   humanized   childbirth 
assistance [16, 17]. In the year 2000, the Program of Humanization in Prenatal and 








[18]; and in 2011, the maternal and neonatal assistance network (Stork Network) was 
implemented, bothemphasizing on the role of the nurse in childbirth assistance [19]. 
 
Due to the lack of evidence in relation to the perspective and practice of the 
nurses in assistance to humanized childbirth in maternity wards, a study was developed 
with the purpose to understand the perception and practice of nurses on the 







Design and setting of the study 
 
 
A  qualitative  study  was  carried  out  with  the  purpose  of  gaining  better 
knowledge   about   the   perception   and   practice   of   nurses   in  relation   to   the 
humanization of the assistance of women during the birthing process in two maternity 
wards in high-risk centers of two Brazilian public maternity wards. 
 
The two maternity hospitals were chosen because they are considered as 
references for the practice of humanized childbirth assistance. The maternity hospital 
from the Southeast region of the country (maternity A) develops teaching and research 
activities in highly specialized assistance to the woman and the newborn; and is a 
reference for 42 municipalities in the State of São Paulo in Brazil. At this maternity, in 
2015, there were 7,121 obstetrics nursing appointments and a 52.2% of the deliveries 
were natural childbirths [20]. 
 
The maternity from the Northeast region of  the country (maternity B) has 








Neonatal Care of the Ministry of Health. In 2015, 5,870 obstetric care appointments 
took place and 47.5% of deliverieswere natural childbirth [21]. 
 
The study was approved by the Research Ethics Committee of the Faculty of 
 
Medical Sciences at the State University of Campinas (Unicamp) (CAAE number: 
 
238100614.0.0000.5404). The informed consent of all participants was obtained before 
their inclusion in the study; and the anonymity of interviews was preserved through the 




Study participants were selected considering the criteria of purposive sampling 
[22]. The following aspects were taken into consideration: for the selection of the 
participants: nurseswho had worked for at least one year at the Obstetrics Center (OC) 
and were providing assistance and/or management practices. Preliminary contact was 
made with all the nurses who worked at the OC of both institutions during data 
collection period. 
 
Of the eight nurses who worked at the maternity A obstetric center, two were 
on leave at the time of data collection and all the others agreed to participate in the 
research. At maternity B, 14 nurses worked in the obstetric center, all were invited to 
participate in the research; and nine were interviewed because they were present 




Before initiation of  the  data  collection  stage,  the  acculturation  phase  took 
place.  This  phase  allowed  the  researcher  to  become  familiar  with  the  research 
setting, and to get to know the services where the study would be developed [23]. Data 
collection took place in the year 2015. Initially a socio-demographic characterization  








interview took place, with an average duration of 2 hours, using a thematic guide that 
began with a broad research question: “In your opinion, what are the actions of 
humanization in childbirth assistance?” The rest of the guide would posequestions 
based on the key recommendations humanized assistance of childbirth are enforced 
in the country,: i) the concept of birth humanization and motivation to work in obstetrics; 
ii) humanizing actions in care during labor, delivery and postpartum; iii) training of 
nurses to perform humanization practices during childbirth; iv) internal politics of 
institutions to incorporate birth humanization actions; v) difficulties, easy aspects, and 
suggestions of nurses to perform humanization practices; vi) use of non-
pharmacological  methods  by  nurses  to  relieve  labor  pain;  vii)  institutional support, 
physical structure, articulation between professionals, and services to facilitate the 
realization of humanization practices by nurses. 
 
The number of interviews conducted was based on the criterion of theoretical 
saturation of data that recommends to end interviews when the data being collected 




All the interviews were transcribed verbatim and reviewed in a second round 
of listening to the audios by the first author (HF), an obstetric nurse with experience 
in assisting women in labor and delivery. Data were analyzed following the 
recommendations   of  thematic   content   analysis   [25].   Initially,   the   transcribed 
interviews were read and the core meanings were identified based on the ideas that 
emerged from the interviews and the main concepts of the objectives of the study. 
The relevant data were organized into themes: humanization of childbirth in the 
understanding of nurses; humanized practice of the nurse during labor and delivery; 








author  (HMF)  and  verified  by  other  authors  (RMS  and  MYM),  a  nurse  and 





15 nurses participated in the study, six from maternity hospital A and nine from 
maternity hospital B, with only one male participant. Most of the participants were 
between 25 and 35 years old and had work experience in obstetrics assistance. At 
maternity hospital A, four of them had a specialization in obstetrics and at maternity 
hospital B, they all had expert knowledge within the field. All of them were working 30 






Humanization of childbirth assistance as per the understanding of nurses 
 
 
Participants of the two maternity hospitals reported according to them, the 
concept of humanization on the basis of holistic service, providing information on the 
evolution of labor, about the procedures performed at the obstetrics center, and the 
pharmacological methods for pain relief.They also talked about the importance of 
respecting  the  free  choice  of  women  as  to  the  presence  of  her  companion,  of 
qualified listening, the skin-to-skin contact of mother and child, provision of light 
liquids during labor, encouragement of a vertical positioning, ambulation, and respect 
for the autonomy of the laboring woman. . 
 
(...) Having a birth with the minimum possible intervention and when there is an 








(...) It's not just to welcome her, and it’s not just to provide full assistance, it is listening, 
to provide qualified listening, to have knowledge of the different phases of labor as per 
the scientific evidence (...) (Nurse 2 B) 
 
The nurses from maternity B also talked about the importance of offering a 
cozy atmosphere, having multidisciplinary assistance available and the “presence of 
quality”, which consists of the feelings of safety and availability that the professional 
conveys whenever needed by the laboring mother. 
 
We have several pain relief technologies, but if you are not there with your “presence 
of quality” for the woman (...) because more important than offering all the equipment 
and the entire structure, it’s to be available for her, it’s to try to understand what she 
needs. (Nurse 7 B) 
 
A nurse from  maternity A  mentioned  the  change  in  the  profile of  women 
assisted at the institution, as some of them had health insurance plans but wanted to 
be attended at the maternity because they considered it as a good option for 
humanized childbirth. 
 
(...) many women who have insurance, they even have financial conditions to have 
their child at a private clinic but they end up coming to our service because it is 
considered as a reference in this matter to encourage natural childbirth. (...) I also 
see some change in the profile of these women, they are trying to have it all in a sense 
of humanization... when they come, they already know what can and what cannot be 








Humanization practices of the nurse during labor and delivery 
 
 
Nurses from obstetric center of the two maternities reporting the humanization 
practices performed by nurses during labor, mentioned the guidelines on the use of 
non-pharmacological methods for pain relief, emotional support, availability of 
information about the procedures performed, and the dynamics of the services. 
 
(...) We talk about the importance of her companion walking around with her, doing 
back rubs, that he can be there all the time with the pregnant woman, here at the 
Obstetrics Center and during childbirth itself (Nurse 6 A). 
We guide the ambulation, the sprinkler baths, we have the oil massages, I like to use 
an orange flower essence to make a massage, the use of the ball, the birthing stool, 
changes of position in a general way so that she may really find a position (Nurse 6 
B). 
 
The nurses from maternity A reported they would perform the delivery only when 
the women arrive to the OC already in the expulsive period, because the bureaucratic 
duties took much of their time and because the practice of attending deliveries was 
considered a medical activity at their institution. 
When there's no one there to assist, we end up doing it, and then comes the head 
nurse or someone to assist. We don't stay there giving assistance during the whole 
labor, there's no way to do that because we have so many tasks. (Nurse 1 A) 
At  maternity  hospital  B,  the  nurses  mentioned  the  task  of  filling  and 
interpreting the partogram, a procedure that involves digital vaginal examination and 
auscultation of the cardiac-fetal heartbeat. They also said they would assist a natural 









It goes from the evaluation of digital vaginal examination, uterine dynamics, cardiac- 
fetal heartbeat, filling in and evaluating the partogram, evaluation of labor, and 
childbirth assistance, as a whole. (Nurse 1 B) 
 
All participants of the two maternity wards said they do not support the 
realization of an episiotomy, except when it is absolutely necessary; and they preform 
practices  such  as  encouraging  the  vertical  position  in  the  expulsive  period  to 
decrease the index of episiotomy. 
 
“Doctor let's take a break, we'll see...” because this episiotomy has disadvantages, and 
we tend to eradicate such episiotomy from the routine. (Nurse 3 B) 
(...) Not all the obstetrics nurses agree on this... the interference for the practice of 
episiotomy is actually a negotiation and not an imposition. (Nurse 3 A) 
Humanization practices performed during the immediate puerperium by all the 
nurses from both maternity hospitals were the stimulus to immediate skin-to-skin 
contact of the mother and the baby, and encouragement for breastfeeding in the first 
hour of life. 
Once the baby is born, there is the skin-to-skin contact; we leave them there for 1 hour. 
We encourage breastfeeding, offer food to the mother, and check the bleeding. (Nurse 
5 B) 
 
When it happens in the pre-labor, labor and post-labor room, we can do this, yes, to let 
the mother remain there with her companion and the baby, and she can see the early 
care that is being provided right there at the time. (Nurse 1 A) 
 
Management of humanized assistance during labor and delivery 
 
 
Nurses from maternity A, reported that humanization practices at the institution 








a Baby-Friendly Hospital. This initiative encourages the skin-to-skin contact of mother 
and baby, and breastfeeding in the first hour. They also reported that they have 
received the support of the nursing management for carrying out the humanization 
practices and that the actions of the multidisciplinary team had little articulation. 
 
The nursing supervisor is limited on what she can do, but I think the larger issue is 
that we don't have support from the other teams, if we had the medical staff also 
supporting this, it would be easier. (Nurse 1 A) 
 
At maternity B, nurses reported that humanization practices were based on 
medical  and  nursing  protocols  in  accordance  with  the  recommendations  of  the 
Ministry of Health. They also talked about the need for a joint action with all team 
members; and the support of the nursing management, doctors, and the institution. 
 
We are connected to the Stork Network (a mother and child assistance network), we 
have  protocols  on  obstetrics,  all  focused  on  the  issues  of  humanization  and 
monitoring of the indicators of good practices, which is done on a quarterly basis by 
the Ministry of Health. (Nurse 9 B) 
 
The nurses from maternity A said they had received training on the guiding policy 
of the maternity hospital. They also reported having received online training and 
participating in scientific events on humanization outside the institution. The nurses 
from maternity hospital B said that they had received training when they joined 
the institution, and in the course of time during their professional life. The courses were 
on good practices for humanized assistance to labor, childbirth and the immediate 
puerperium, the importance of the professional having a “presence of quality”, 









Here at the service, the courses that took place have all been focused on the baby 
friendly hospital (...) on humanization itself I never had any training available and I 
always try to find it outside. (Nurse 2 A) 
 
After three years at the institution, I had the opportunity to participate in a course 
sponsored  by  the  Stork  Network  (a  network  of  mother-child  assistance)  of  the 
Ministry of Health aimed at the qualification of obstetrics nurses (...) (Nurse 2 B) 
 
If you keep a presence of quality, if you're really there because of her and for her, 
she  realizes that. She  understands, she is reassured.  It’s like  a  fine tuning, an 
empathy, and so we are working very hard on this matter of a significant presence. 
(Nurse 6 B) 
 
The nurses reported the easy aspects, problems, and suggestions for the 
implementation of humanization practices during childbirth that are summarized in 
table II. The easy aspects mentioned by the nurses from both maternity hospitals 
were the adequate physical structure; availability of rooms for prepartum, postpartum 
and childbirth (called the PPP rooms [Pré-parto, Parto e Pós-parto]); and clinical 
protocols and courses for professionals on current recommendations since they are 
educational institutions. Participants from maternity hospital B talked about offering a 
liquid diet to women during labor, the use of a stool that favors the vertical position 
(called “cavalinho” or little horse in Brazilian) and, when necessary, labor analgesia. 
 
To have an individualized room, a PPP bed, to offer a liquid diet to the woman, to 









I think that being a baby friendly hospital helps, because it must be done and if it’s 
 





All  participants  mentioned  that  the  difficulties  in  performing  humanized 
practices were the insufficient number of nurses, excessive digital vaginal 
examinations, and the presence of many professionals in the delivery room at the 
time of the procedures because they are educational maternity wards. At maternity 
hospital B, they also reported the overcrowding at the institution and insufficient beds 
to meet demand. 
 
Human resources are missing and when there are a lot of births at the same time it’s 
 
impossible to do everything right. (Nurse 2 A) 
 
 
We have a lot of tasks and a reduced number of nurses (...) as a nurse I don't have 
time to be with all the patients. (Nurse 2 B) 
 
Overcrowding makes it very hard. We can't promote an environment; we barely 
manage to talk to the patient. (Nurse 8 B) 
 
At maternity A, the participants commented that the main difficulties were the 
lack of articulation of the multidisciplinary team, improper use of the PPP rooms, and 
interventional assistance from the medical team. They also referred to the difficulty of 
the   medical   leadership   to   accept   humanization,   the   prejudice   of   medical 
professionals to respect the delivery plan of the patients, the little autonomy nurses 
have during birthing assistance, and the availability of courses only during the day. 
 
We could have a wonderful childbirth at the PPP room, a humanized one, but due to 
their issues, which we don’t know what they are, that patient ends up eventually 








I think the big difficulty is to change the medical management minds as they still don’t 
 
have a mind fully open for that. (Nurse 3 A) 
 
 
The  nurses from  maternity  A  suggested  correct  use  of  the  rooms  (PPP 
rooms) and the standardization of humanization practices for childbirth by the 
multidisciplinary team, as recommended by the Ministry of Health. They reported the 
importance of allowing the presence of the companion in the recovery room, to 
reduce  interventions  in  low-risk  births,  and  encourage  a  greater  freedom  of 
movement for the mother. They also talked about the need to increase the number of 
nursing professionals, to expand the role of the nurse for the whole development of 
labor and delivery, and improving communication within the team. They emphasized 
the  use of  unnecessary  practices  such  as  the  continuous  cardiotocography  and 
excessive digital vaginal examination. 
 
We have the PPP room, which should work very well, but there are a few things that 
make such development impossible. (Nurse 1 A) 
 
To have a wider action space. And then there's the question of the number of 
professionals, I think that even if we all would do childbirth assistance, even so, it would 
not be enough, neither during the day nor at night. (Nurse 4 A) 
 
To let the woman in a prolonged fasting when she is still not in a phase of active 
labor, the indiscriminate  use  of  cardiotocography  (...), and  lots of  digital vaginal 
examinations which end up increasing the risk of an infection even more. (Nurse 3 A) 
 
At maternity B, they suggested the use of aromatherapy, music therapy, 
childbirth bathtub, and the expansion of the space for the ambulation of pregnant 
women. They mentioned the need to respect the privacy of the patient and improve 








I tried to bring music therapy. I brought a sound box, put a USB drive with music and 
the patient liked it. (Nurse 2 B) 
In my opinion, its privacy, we are a teaching hospital and even if the entire team is 
careful about that, we have the students (...) and we still could not figure out a 
strategy to improve the management of the woman’s privacy. (Nurse 9 B) 
Discussion 
 
The participants in the study defined the concept of humanization in the 
assistance to future mothers as holistic care, clarifying doubts, providing guidelines, 
and pointed out the importance of promoting the autonomy of women during labor 
and delivery. 
 
The concept of childbirth humanization mentioned by the nurses in this study 
partially matches the recommendations of Brazil’s current public policies. Among the 
practices of humanization of childbirth assistance, our study highlighted the guidance 
by the nurses from  both  maternity  hospitals  on  the  use  of  non-pharmacological 
methods for pain relief. A research carried out in all regions of Brazil, showed that 
only 50% of women have used non-pharmacological methods during labor [26]. On the 
contrary, in Canada, the knowledge about the use of non-pharmacological methods for  
pain  relief  is  included  in  the  training  of  obstetrics  nurses,  and  the autonomy of 
the professionals is guaranteed [14]. 
 
Among the non-pharmacological methods recommended by the nurses in this 
study,  we  should  point  out  the  use  of  the  Swiss  ball,  music  therapy,  comfort 
massage, and guidance on breathing techniques during labor. Dehcheshmeh and 
her colleagues showed in their study that music therapy and massage are readily 








The use of the ball favored the reduction in pain during labor [28] and made fetal 
descent, relaxation, and the progression of childbirth easier [29]. 
 
Humanization practices during childbirth were different in both maternity 
hospitals. In one of the maternity wards of our study (maternity hospital B) there was 
a predominance of the assistance model in which the nurse has autonomy and 
knowledge to perform a natural childbirth. This practice is consistent with the results 
of studies that recommend the action of a nurse in birthing assistance, even in highly 
specialized hospitals, due to the significant proportion of low-risk pregnancies in 
these institutions [4]; and because it implements practices that favor vaginal birth 
[10]. 
 
Humanized childbirth care in high-risk pregnancies has the purpose of improving 
attendance to the woman, provide for a satisfactory experience even in the 
face of an obstetric risk, and a birth into a hospital environment [14-30]. A previous 
 
study showed that professionals from specialized hospitals recognized the concept of 
 
humanization as a process of change in the care provided, and that the doctor’s sole 
 
responsibility  and  women’s  lack  of  autonomy  hampered  the  humanization  of 
 
childbirth practices [30]. 
 
 
In Brazil, the regulations of the Federal Council of Nursing favor natural childbirth 
without complications to be made by professional nurses [31]. Even before this 
regulation, a research carried out in all regions of Brazil showed that only 15% of births 
were performed by obstetrics nurses or midwives and that these occurred more 
frequently in the poorest parts of the country, where there is a lack of doctors [32]. 
 
In our study, at maternity hospital A, the nurse has little autonomy, faces 








except  for  a  few  cases.  Other  studies  that  took  place  in  Brazil  also  point  out 
difficulties in the nurses’ action such as the non-motivation of the professionals, dispute 
of space, action of the nurse restricted to the expulsive period and little professional 
recognition [33-34]. 
 
The model of childbirth assistance centered on the respect for the physiology 
of birth and the role of the nurse is a fact in the Scandinavian countries and in England, 
Japan, the Netherlands, France, and Germany. This birth model favors the decrease 
of maternal and neonatal morbidity and mortality indicators, the rate of interventions, 
and the number of  Caesarian sections, episiotomies, among other indicators [34]. 
 
The suggestion for the proper use of PPP rooms in the maternity ward was 
evaluated in an earlier study within the same institution [35]. Stancato and her 
colleagues found that only 50% of births were performed in a PPP room, and 
suggested discussions among the team so that the mother could remain in the PPP 
room  during the three  periods  of  labor [35]. For the  National  Agency of  Health 
Sanitary Surveillance, the PPP room enables private monitoring during labor, childbirth 
and the immediate puerperium [36]. 
 
Most maternity hospitals in Brazil do not have adequate infrastructure and 
trained professionals. These factors compromise the quality of childbirth care, 
attendance to risk pregnancies, and access to low risk pregnant women, who may 
not get adequate assistance for the monitoring of a natural birth [37]. 
 
The few beneficial practices that take place at maternity hospital A do not match 
the recommendations of the World Health Organization and the Ministry of Health. Both 








during labor, free ambulation, and decrease of labor interventionist practices [17-18]. 
A previous study in Brazil showed that the use of good practices and the role of the 
obstetrics nurse during labor contributed to the reduction of unnecessary cesarean 
sections [38]. 
 
Research points out that light liquid intake by the mother do not increase the 
incidence of complications [39]. Ambulation and the use of vertical positions provide 
for a shorter duration of labor and reduce the need for analgesia; they also reduce 
the episiotomy rate and decrease abnormalities in fetal heart rate patterns [40-41]. 
 
For  the  analysis  of  the  professionals’  management  practices,  we  have 
resumed the concept of care management at the organizational and professional 
dimension. The professional dimension consists of the technical competence, ability, 
experience and training of the professionals, as well as their ethical attitude towards 
providing health care. On its side, the organizational dimension values the relationships 
of teamwork, coordination activities, communication, work process organization, 
attendance flows and rules, protocols, team meetings, and action planning [42]. 
 
Humanization practices imposed on both maternity hospitals were based on 
the recommendations of the internal politics of maternity hospital A (Baby-Friendly 
Hospital - IHAC) and maternity hospital B (Stork Network). The Stork Network is 
allowed to interfere directly in the quality of services and among the challenges 
faced, it proposes the need for changes in the technical assistance model of delivery 
care in Brazil [43]. 
 
The implementation of the recent policy in Brazil on the care of pregnant women 








Intensive Care Units, an increase of prenatal medical appointments and referrals to 
high-risk prenatal care, as well as the reduction of hypertensive illness diagnoses 
during pregnancy in the south of the country [44]. In the Southeast, there is still some 
disconnection between the actions and the planning for implementation of this policy 
in the daily life of health services [44-45]. 
 
Most previous researches on childbirth did not emphasize the importance of 
the social and cultural standards of health institutions and their consequences on the 
humanization practices for childbirth [14]. In Canada, the lack of care continuity is an 
important barrier to humanized childbirth in almost all maternity hospitals [14]. 
 
The disconnection between multidisciplinary actions mentioned in both 
maternity hospitals matches the  results of  studies that have  highlighted  medical 
hegemony and suggests the insertion of other occupational categories in childbirth 
assistance [46]. The active incorporation of obstetrics nurses, midwives, perinatal 
educators,  psychologists,  and  doulas,  among  others,  into  the  assistance  team 
enables the completeness of the assistance to the woman [41]. The need to improve 
communication within the multidisciplinary team must be emphasized, which was 
also evidenced in specialized maternity hospitals in Canada [4]. 
 
The importance of training on the job was reported by the nurses from both 
maternity hospitals and was evidenced in another study that showed contributions to 
the quality of women’s care and promoted the professional training for childbirth 
assistance [45]. 
 
The results of this study may contribute to the development of future research 
on nurse’s practice regarding childbirth assistance. This work evidences information 








hospitals. Furthermore it provides insight on facilities and difficulties nurses may 





Nurses understand the concept of humanization of childbirth assistance, 
however, not all the humanization practices that came be enforced in the country as 
per international recommendations have been implemented for the humanization of 
assistance to future mothers. Besides, such understanding was different in both 
maternity hospitals. The role of the nurse at maternity hospital A is directed only to 
the prepartum, postpartum and bureaucratic tasks. While, at maternity hospital B, it is 
focused on the assistance to labor, childbirth and the puerperium. 
 
The two maternity wards have a physical structure that is suitable for the practice  
of  humanization.  Participants  suggest  an  improvement  of  continuous training,  
better  communication  among  professionals,  appreciation  for  the  nurse’s work, and 
a better articulation of the multidisciplinary actions. The study recommends the  correct 
use  of  PPP  rooms,  respect  for  the  privacy  of  women  in  labor,  and highlights the 
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Table I: Characteristics of study participants 
 
 








36-41 0 1 
42-47 0 1 




White 2 3 




Single 2 2 
Married 4 6 
Divorced 
Time working at the 
maternity 









6 - 10 1 2 
11 - 20 1 1 
21 - 25 0 1 













TABLE   II:   Summary   of   advantages,   difficulties,   and   suggestions   in   the 
implementation of practices for the humanization of delivery: nurses’ perceptions. 
 
 
Topic        Maternity Hospitals A and B   Maternity Hospital A   Maternity Hospital B 
 
Good physical structure              Mission of the 
institutions regarding 
humanization 





Birthing rooms                                                                 Chair favoring vertical 
position 
 
Update courses                                                               Labor analgesia when 
needed








Excessive vaginal examination  Inadequate use of 
birthing rooms
Too many professionals during 
the procedures 


















Presence of the 
































5   DISCUSSÃO GERAL 
 
 
Os resultados deste estudo foram discutidos com ênfase nos aspectos 
históricos do ensino de Enfermagem no Brasil sobre as práticas de humanização 
com gestantes e parturientes. Outro aspecto relevante nesta discussão consiste na 
compreensão da perspectiva e da prática do enfermeiro em maternidades terciárias, 
com base nas políticas públicas que recomendam a humanização da assistência e 
os modelos de gestão em saúde. Os resultados em análise buscam redirecionar e 
ampliar o conhecimento teórico e prático do enfermeiro para o cuidado humanizado. 
A   qualidade   da   assistência   do   enfermeiro   está   intrinsecamente 
relacionada à formação do profissional. A Enfermagem brasileira nasceu atrelada ao 
modelo hospitalar de atenção individual e curativa e não à saúde pública (64). A 
legislação sobre o ensino de enfermagem, desde a criação da Escola Anna Nery, 
mostra que a formação do enfermeiro era centrada na tríade indivíduo/doença/cura e 
na assistência hospitalar, de acordo com as exigências do mercado de trabalho 
específico de cada época (65). 
As mudanças curriculares no ensino de Enfermagem no Brasil contestam 
a predominância do modelo médico/hospitalar no ensino de graduação (66). Desde 
a década passada, o ensino de Enfermagem vem passando por transformações 
centradas nos avanços sociais, político e ético, com a presença de novas estratégias 
de aprendizagem que visam ampliar o diálogo, a participação do aluno e promover a 
aprendizagem libertadora (67). E, mais recentemente, estudo realizado no Sudeste 
Asiático lançou a proposta de internacionalização do currículo de Enfermagem em 
obstetrícia, considerando o contexto cultural de cada país e a necessidade de envolver 
os alunos na elaboração do currículo (68). 
As questões do ensino direcionadas à assistência de enfermagem às 
gestantes e parturientes analisadas neste estudo apontam para incipiência na 
formação acadêmica de enfermeiros para realização do parto vaginal (69). O ensino 
de Enfermagem é direcionado ao ciclo gravídico e puerperal, na atuação do enfermeiro 
no parto no período expulsivo (70,71). Logo, são necessárias as mudanças no ensino 
para se discutir o cuidado humanizado com os discentes (72). 
O termo “humanização” é polissêmico, admitindo diferentes significações 
(28). “Humanizar”, na área de saúde, consiste na valorização da qualidade do cuidado, 








valorização do profissional e do diálogo multidisciplinar (73). “Humanizar” implica 
mudanças de atitudes e rotinas, no intuito de tornar o momento do nascimento 
menos medicalizado possível, com uso de práticas assistenciais que garantam a 
integridade física e emocional (74). 
Desde 1996, já havia críticas ao número excessivo de intervenções no parto 
(4). No ano 2000, a proposta de humanização da assistência foi discutida e incluída 
na política pública federal (17). Experiências em diversas regiões do Brasil, na tentativa 
de mostrar outros modelos de atenção ao parto, foram documentadas, a exemplo do 
Caldeyro-Barcia, no Centro Latino-Americano de Perinatologia (CLAP/OPAS/ OMS), 
de Galba de Araújo (Ceará), Moisés e Cláudio Paciornik (Paraná), Hugo Sabatino, no 
Grupo de Parto Alternativo na Universidade Estadual de Campinas (São Paulo), e 
das ações de humanização realizadas no Hospital Sofia Feldman (Belo Horizonte), 
dentre outras (75). 
Dentre os acontecimentos importantes, na tentativa de humanizar o 
atendimento à gestante e à parturiente, tem-se a publicação da Portaria 2815/1998, 
que recomenda a remuneração do enfermeiro no atendimento ao parto eutócico 
(76). O investimento para realização de cursos de especialização em enfermagem 
obstétrica, em parceria com a Agência de Cooperação Internacional do Japão (Jica), 
mediante a pactuação de convênio de cinco anos, para que os enfermeiros do Brasil 
vivenciassem experiências em casas de parto no Japão; a partir de 2003, convênio 
com o Hospital Sofia Feldman instituiu o Programa de Doulas Voluntárias 
Comunitárias (17). 
A ocorrência do nascimento em dois hospitais universitários da Espanha 
um que seguiu o modelo humanizado e o outro o modelo biomédico, evidenciaram 
que o modelo humanizado ofereceu melhores resultados obstétricos e índices de 
satisfação das mulheres durante o trabalho, o nascimento e o período pós-parto 
imediato (77). 
Apesar do Ministério da Saúde considerar que a hospitalização foi 
responsável, em grande parte, pela queda da mortalidade materna e neonatal nos 
últimos anos, o local de nascimento transformou-se em um evento técnico e 
medicalizado, tornando-se desconhecido e amedrontador para parturientes e mais 
conveniente para profissionais de saúde (78). Estudos têm recomendado o uso de 












A perspectiva do enfermeiro relatada neste estudo sobre a humanização do 
pré-natal e parto condiz com as políticas públicas de humanização (29). O tempo de 
atuação dos profissionais, nas respectivas funções, compete à experiência pessoal, 
ao profissionalismo e à qualidade da assistência prestada. Há semelhança na 
definição do conceito de humanização relatada pelos profissionais de ambas as 
instituições ao mencionarem o acolhimento da gestante, o incentivo da presença do 
acompanhante de escolha e as orientações sobre o uso de métodos não 
farmacológicos tanto na gestação quanto durante o trabalho de parto. Estudo realizado 
no Mato Grosso mostrou resultados semelhantes, em que os profissionais 
consideraram a humanização um processo de assistência que inicia no pré-parto e 
permite a presença do acompanhante (81). 
As orientações em grupos e individualmente, realizadas por enfermeiros 
das duas maternidades, remetem a resultados de estudos que constataram benefícios 
perinatais decorrentes da abordagem em grupo, se comparada com a individual. Pode 
ser uma intervenção eficaz e segura para diminuir admissão hospitalar das gestantes 
em fase latente do trabalho de parto e tem sido associada aos atendimentos  
individuais,  além  de fornecer  suporte físico e  emocional para mulheres, por meio 
do conhecimento e da habilidade dos profissionais (82,83). 
A prática do enfermeiro para a assistência humanizada no pré-natal, no 
parto  e  no  puerpério  deste  estudo  condiz  com  algumas  ações  do  cuidado 
humanizado recomendado pelas políticas públicas do Brasil. Na maternidade B, o 
enfermeiro tem autonomia para realizar assistência direta e integral à parturiente, 
enquanto  na  maternidade  A,  o  enfermeiro  tem  limitações  de  ações  para  a 
assistência ao parto. Estudo sobre satisfação de enfermeiros que trabalham em 
hospitais universitários mostrou que a escassez de autonomia e a insegurança para 
realizar ações assistenciais são fatores de insatisfação com o ambiente de trabalho 
(84). Afirma-se, deste modo, que a autonomia profissional está diretamente 
relacionada à independência e liberdade na tomada de decisões diante das atividades 
diárias (85). 
Para o Conselho Federal de Enfermagem (Cofen), mediante a publicação 
da Resolução nº 0477/2015, o enfermeiro obstetra é o profissional responsável por 








acompanhar a evolução do trabalho de parto e realizar o parto normal sem distorcia, 
dentre outras atribuições (31). 
Enquanto internacionalmente o profissional de enfermagem que realiza 
assistência ao parto pode ser reconhecido como obstetriz (Midwives), pessoa 
regularmente admitida em programa educacional de obstetrícia e que adquiriu os 
requisitos de qualificação para ser registrada ou legalmente licenciada para exercer 
a obstetrícia; enfermeira obstétrica (Nurse Midwife), responsável por exercer todas 
as atribuições de enfermeira e de obstetriz; e a parteira tradicional (Traditional Birth 
Attendant), que assiste a mãe durante o parto e que, inicialmente, adquiriu habilidades  
no  atendimento  solitário  da  parturiente  ou  como  aprendiz  de  outra parteira 
tradicional (86,87). 
Diante das recomendações propostas pelas políticas de saúde do País, que 
recomenda a atuação do enfermeiro obstetra no cuidado à parturiente, desde o pré-
natal à assistência ao parto e ao puerpério (12), emergiu a seguinte indagação: por 
que a prática do enfermeiro é distinta em maternidades terciárias que teoricamente 
apresentam o mesmo perfil assistencial? Este questionamento permite pensar que 
estamos diante de uma recomendação nacional única acerca da assistência ao parto 
humanizado preconizado desde os anos de 2000 e dos diferentes espaços de atuação 
do enfermeiro em duas maternidades de ensino, vinculadas a universidades públicas 
e que dispõe do atendimento à gestação de alto e baixo risco. 
Agrega-se a essa reflexão o fato de que a assistência ao parto no Brasil, 
salvo exceções na região Norte e outras regiões interioranas do país, ser 
essencialmente institucional, realizada, sobretudo em hospitais, assistidos por 
profissionais habilitados, entre os quais, em maioria, por médicos. Este fenômeno 
tem sido complexo e desafiador, pois informa que maior acesso à tecnologia, aos 
insumos e equipamentos biomédicos, maior presença de profissionais de saúde e 
formulações normativas não garantem a reversão em tempo esperado do quadro de 
mortalidade materno-infantil (9). 
O que está posto convida a analisar o campo das práticas de saúde e os 
modelos de gestão das maternidades em estudo. O modelo de gestão é produto do 
subsistema institucional e representa as principais determinações, vontades e 








direcionamento, e as mudanças nas práticas dependem e são recomendadas pelos 
processos de gestão dos serviços (88,9). 
Para implementação das estratégias de humanização no pré-natal, houve 
apoio da gestão de enfermagem nas duas maternidades. Contudo, na assistência 
obstétrica, os profissionais da maternidade B tiveram o apoio da gestão de 
enfermagem, médica e da instituição, enquanto na maternidade A, o apoio foi somente 
da gestão de enfermagem. Ressalta-se que o apoio da gestão é fruto da cultura da 
organização de cada instituição e, apesar das mudanças no campo da gestão que 
recomendam um modelo de gestão participativa (89), o tipo de organização dos 
serviços não está garantindo a articulação das ações intersetoriais eficazes, no sentido 
de oferecer assistência digna, respeitosa, com qualidade, acolhimento e vínculo (90). 
A política interna das instituições para direcionar as práticas de 
humanização do enfermeiro baseou-se na Iniciativa do Hospital Amigo da Criança na 
maternidade A e na Rede de Atenção Materno-Infantil (Rede Cegonha), na 
maternidade B. A prática do enfermeiro há de se articular com as dimensões política 
e técnica do fazer, para que a gestão do cuidado de constitua em reflexão-ação. Neste 
contexto, emerge a gestão do cuidado no processo de trabalho em saúde, que 
consiste na disponibilidade das tecnologias de saúde, de acordo com as necessidades 
de cada pessoa, com foco na segurança e na autonomia da mulher (90), implica 
organização das práticas para promover a autonomia, a centralidade dos usuários 
e a consolidação do cuidado em Redes de Atenção à Saúde (91). 
A proposta do Ministério da Saúde, por meio da Política Nacional de 
Humanização da Atenção e Gestão do SUS – o Humaniza SUS –, propõe enfrentar 
o desafio de priorizar o atendimento com qualidade e a participação integrada de 
gestores, trabalhadores e usuários na consolidação do SUS (92). Diante dos relatos 
dos profissionais da maternidade B que apontam para a organização da instituição 
centrada no modelo proposto pela Rede Cegonha, ainda há fragilidades do sistema 
para garantia do local de parto para as gestantes atendidas no pré-natal de alto risco 
desta instituição. 
Na perspectiva da humanização, são inúmeros os desafios enfrentados 
pelas instituições de saúde, dos quais destaca-se a fragilidade dos gestores e do 
sistema de saúde em garantir a satisfação aos trabalhadores, estes que enfrentam 








Tais dificuldades foram discutidas no primeiro estudo desta tese, que apontou para 
necessidade   de   valorização   na   formação   dos   profissionais   (93),   e   foram 
evidenciadas em estudos que retrataram obstáculos semelhantes para realização 
das práticas de humanização no pré-natal de alto risco e no centro obstétrico. 
Foram identificados fatores institucionais que interferiram nas ações de 
humanização do pré-natal de alto risco, como a pouca articulação dos profissionais, 
a fragilidade na intersetorialidade, as falhas no processo de comunicação entre os 
profissionais, a incipiência de reuniões para discussão das práticas assistenciais e 
os protocolos para melhorar a assistência. 
Diante  das  dificuldades,  recomenda-se  a  inserção  de  um  modelo  de 
gestão que valorize a equipe de enfermagem por meio do diálogo, do reconhecimento, 
da criação de programas de educação continuada, com enfoque no desenvolvimento 
pessoal e profissional, melhoria nas condições de trabalho e sistema eficaz de 
comunicação interna (94). 
A satisfação dos profissionais quanto à estrutura física das duas 
maternidades está de acordo com as recomendações da OMS (4) e facilita a adoção 
das práticas de humanização no ambulatório de pré-natal e no centro obstétrico, estas 
que também foram reportadas no estudo de Alvarenga (94) como práticas 
contribuintes para satisfação e motivação dos profissionais. 
Estudos mostram o quanto a estrutura física da instituição pode interferir na  
assistência  dos  profissionais,  pois  o  ambiente  individual  para  a  parturiente permite 
a presença e a participação do acompanhante durante o trabalho de parto e 
proporcionam assistência mais favorável, enquanto os modelos de assistência que 
disponibilizaram o ambiente compartilhado para várias parturientes foram 
considerados barreiras para a assistência humanizada (44). Dentre as dificuldades 
relacionadas com as decisões dos profissionais sobre a inserção do acompanhante 
no cenário do nascimento, a falta de estrutura organizacional da instituição deve ser 
considerada (95). 
As sugestões dos profissionais para o investimento em capacitação sobre 
humanização relacionam-se com resultados de pesquisas que evidenciaram a 
precariedade da formação do enfermeiro e da falta de liberação dos profissionais 









Para enfrentar os desafios da humanização da assistência desde o pré- 
natal ao trabalho de parto, parto e puerpério, faz-se necessário pensar por várias 
vertentes. As políticas públicas para a garantia da qualidade, com ênfase na 
humanização,   permitiram   crescentes   mudanças   no   campo   de   atuação   do 
enfermeiro. Este que, apesar de enfrentar disputas de poder no campo de prática, 
da pouca autonomia para a tomada de decisões, dos modelos de gestão das 
instituições de saúde que nem sempre incentivam a atuação do enfermeiro, da 
pouca remuneração, dentre outros aspectos, vem ganhando espaço dentro da 
obstetrícia, e sua prática favorece a humanização do parto e do nascimento. 
Este trabalho pode contribuir para reflexão da equipe multidisciplinar, da 
gestão  institucional  e  dos  docentes  acerca  das  ações  de  humanização  da 
assistência à gestação, ao parto e ao puerpério e, sobretudo, da necessidade de 
ampliação do debate sobre o cuidado humanizado desde o processo de formação 
na graduação e na pós-graduação e dos benefícios decorrentes da prática do 
enfermeiro. Além disso, pode fornecer subsídios para discutir sobre o modelo de 
gestão adotado pelas instituições de saúde, a necessidade dos profissionais 
conhecerem em profundidade as recomendações das Políticas Públicas de 
Humanização vigentes no Brasil e a importância da capacitação dos profissionais para 








6   CONCLUSÕES 
 
 
 A revisão integrativa da literatura evidenciou a incipiência das ações de 
humanização no ensino de enfermagem e a limitação da atuação do 
enfermeiro decorrente das precárias condições de trabalho, do modelo 
biomédico presente nas instituições e dos fatores socioculturais. 
 Os resultados deste estudo mostram que os enfermeiros compreendem o 
conceito de humanização do pré-natal e do parto. As práticas de humanização 
do pré-natal em comum nas duas maternidades foram o acolhimento, a 
assistência individualizada e o vínculo com a gestante; e as práticas de 
assistência ao parto foram distintas nas duas maternidades. 
 Os enfermeiros atuantes no pré-natal sugeriram a melhoria da comunicação 
da equipe, dos materiais educativos e da implantação de uma política interna 
das instituições para direcionar as ações de humanização; e do centro 
obstétrico relataram a necessidade de capacitação contínua e valorização do 
enfermeiro. As facilidades apontadas pelos profissionais das duas 
maternidades  para as práticas  de  humanização  do  pré-natal  e do  parto 
foram a estrutura física adequada, as visitas guiadas no centro obstétrico, o 
trabalho multidisciplinar e o acesso a informações. No centro obstétrico, as 
dificuldades para a prática de humanização foram a insuficiência de 
enfermeiros, a pouca articulação das ações multidisciplinares e o uso 
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Significados e práticas da assistência ao parto humanizado para profissionais de 
enfermagem de Hospitais Escola: um estudo qualitativo 
 
Responsável pela pesquisa: Herla Maria Furtado Jorge 
 
Número do CAAE: 238100614.0.0000.5404 
Você está sendo convidado a participar como voluntário de um estudo. Este 
documento, chamado Termo de Consentimento Livre e Esclarecido, visa assegurar 
seus direitos como participante e é elaborado em duas vias, uma que deverá ficar com 
você e outra com o pesquisador. 
Por favor, leia com atenção e calma, aproveitando para esclarecer suas 
dúvidas. Se houver perguntas antes ou mesmo depois de assiná-lo, você poderá 
esclarecê-las com o pesquisador. Se preferir, pode levar para casa e consultar seus 
familiares  ou  outras  pessoas  antes  de  decidir  participar.  Se  você  não  quiser 
participar ou retirar sua autorização, a qualquer momento, não haverá nenhum tipo 
de penalização ou prejuízo. 
 
Justificativa e objetivos: 
Este estudo tem como objetivo estudar a perspectiva e prática dos profissionais 
de enfermagem em relação às ações de humanização da assistência a gestação e 
parto. A justificativa deste estudo pauta-se na necessidade de dar voz aos 
profissionais de enfermagem que atuam na docência, assistência pré-natal e 
assistência ao parto sobre as questões relacionadas à humanização do parto. 
 
Procedimentos: 
Você está sendo convidado a participar de uma entrevista que será realizada 
em um ambiente privado, se você autoriza a mesma será gravada em áudio e 
direcionada por um roteiro contendo questões sobre a sua perspectiva e atuação 
profissional no seu lugar de trabalho em relação à humanização do atendimento a 
gestantes e parturientes. A entrevista terá uma duração média de 40 minutos a 1h. 
 
Desconfortos e riscos: 
Você não deve participar deste estudo caso sinta algum constrangimento 
e/ou  desconforto  ao  responder  ou  falar  sobre  os  temas  propostos  durante  a 
entrevista e poderá recusar responder perguntas, falar sobre algum assunto que 
você não deseje ou desistir de participar do estudo em qualquer momento. 
 
Benefícios: 
A sua participação irá contribuir para aprofundar o conhecimento sobre as 
perspectivas e ações dos profissionais de enfermagem que atuam na assistência e 
docência na área de atendimento humanizado, na gestação e parto e na elaboração 









Sigilo e privacidade: 
Você tem a garantia de que sua identidade será mantida em sigilo e nenhuma 
informação será dada a outras pessoas que não façam parte da equipe de 
pesquisadores. Na divulgação dos resultados desse estudo, seu nome não será citado. 
 
Ressarcimento: 
A entrevista será realizada durante o horário de trabalho do participante e 
caso não seja possível o entrevistador irá se deslocar, arcando com todos os custos, 
até o local de preferência do participante. 
 
Contato: 
Em caso de dúvidas sobre o estudo, você poderá entrar em contato com a 
pesquisadora:   Herla   Maria   Furtado   Jorge,   com   endereço   profissional   na 
Universidade de Fortaleza – UNIFOR (Centro de Ciências da Saúde), 1321, Edson 
Queiroz, CEP 60.811-905, Fortaleza-CE, Brasil. Fone 55 (0**85) 3477-3000 / FAX 55 
(0**85) 3477-3055 / Cel. (085) 9686-5885ou via e-mail: herlafurtado@gmail.com 
Em caso de denúncias ou reclamações sobre sua participação e sobre questões 
éticas do estudo, você pode entrar em contato com a secretaria do Núcleo de 
Estudos  em  Sade Reprodutiva  (NESAR)  da  Maternidade  Escola  Assis 
Chateaubriand com endereço na Rua: Coronel Nunes de Melo S/N – Rodolfo Teófilo 
– 60430-270. E-mail: nesar.meac@gmail.com 
 
Consentimento livre e esclarecido: 
Após ter sido esclarecimento sobre a natureza da pesquisa, seus objetivos, 
métodos, benefícios previstos, potenciais riscos e o incômodo que esta possa 
acarretar, aceito participar: 
 
Nome do (a) participante:                                                                  Data: 
        /_       /_          . 




Responsabilidade do Pesquisador: 
Asseguro ter cumprido as exigências da resolução 466/2012 CNS/MS e 
complementares na elaboração do protocolo e na obtenção deste Termo de 
Consentimento Livre e Esclarecido. Asseguro, também, ter explicado e fornecido 
uma cópia deste documento ao participante. Informo que o estudo foi aprovado pelo 
CEP perante o qual o projeto foi apresentado. Comprometo-me a utilizar o material e 
os dados obtidos nesta pesquisa exclusivamente para as finalidades previstas neste 
documento ou conforme o consentimento dado pelo participante. 
 















Significados e práticas da assistência ao parto humanizado para profissionais de 











2.     Cor da pele autodefinidos: 
(       ) branco 
 
(       ) negro 
 
(       ) mulato 
(       ) pardo 
 





3.     Estado civil: 
(       ) solteiro 
 
(       ) casado 
 
(       ) divorciado 
(       ) união estável 
 





4.     Religião: 
(       ) católica 
 
(       ) protestante 
(       ) espírita 
 


















7.     Realizou algum curso depois de formada: 
 





8.     Alguns desses cursos abordaram temas de humanização ao atendimento na 
gestação e/ou parto? 
 










10.   Setor de trabalho: 
(       ) Pré-natal 
(       ) Centro Obstétrico 
 













8.3   APÊNDICE    III    -    ROTEIRO    DE    ENTREVISTA   SEMIESTRUTURADA 




Questão norteadora: Na sua opinião, em que consiste as ações de humanização no 
atendimento a gestante? 
 
01.   Há quanto tempo você trabalha na assistência pré-natal? 
 
02.   Como você começou a trabalhar nessa área? O que lhe motivou a trabalhar na 
área materno-infantil? 
 
Agora vamos a falar sobre a humanização no atendimento ao pré-natal 
 
03   Você realiza ou tem incorporado, no seu dia a dia, ações de assistência 
humanizada no atendimento as gestantes? Se sim, quais são as ações? Fale-me 
sobre cada uma das ações que você realiza. Você as realiza sempre? Fazem parte de 
sua rotina de trabalho? Se não, porque, em sua opinião, não foram incorporadas como 
parte da rotina? 
 
04.   Na  a  sua  opinião,  quais  as  ações  de  humanização  que  poderiam  ser 
incorporadas na rotina da assistência pré-natal no seu serviço? 
 
05.   Você recebeu capacitação para desenvolver práticas de humanização no pré- 
natal uma vez que começou a trabalhar no CAISM ou MEAC? Se sim, quem realizou 
a capacitação? Quando? Quais os temas que foram trabalhados na capacitação? 
Quanto durou a capacitação? 
 
06.   Quais são as dificuldades para o desenvolvimento das ações de humanização 
ao atendimento no pré-natal? 
 
07.   Quais são as facilidades? 
 
08.   Você tem respaldo ou apoio no serviço para a realização dessas práticas? De 
quem? 
 
09. Existe alguma política interna do hospital para incorporar as ações de 
humanização no atendimento as gestantes no pré-natal? 
 
10-  Você conhece as disposições preconizadas pelo MS sobre o atendimento 








humanizar o atendimento no seu serviço se direcionam pela política de humanização 
do MS? Como acontece essa incorporação? 
 
11.   Agora vamos a falar sobre as ações que você realiza: Você realiza grupos de 
gestantes para a preparação para o parto? Se sim, quais os temas são abordados? 
Quais as ações desenvolvidas (exercícios de respiração e relaxamento, meditação, 
exercícios na bola, alongamentos (solicitar que descreva os exercícios), autocuidado 
e cuidados com o bebê, importância do acompanhante, amamentação, sinais de 
trabalho de parto. 
 
12.   As atividades do grupo são articuladas com os demais membros da equipe 
(psicólogo, nutricionista, obstetra, fisioterapeuta) ou não? (Aprofundar: como são 
desenvolvidas e como se da essa articulação) 
 
13.   Em sua opinião, qual o papel do enfermeiro na realização de uma assistência 
ao pré-natal humanizada? 
 
14.   Na abordagem individual com a gestante, você realiza ações educativas para a 
preparação para o parto? Se sim, quais as ações? 
 
15.   Os familiares das gestantes participam da consulta pré-natal? Se sim, quem 
participa com maior frequência? 
 
16.   Você informa as gestantes o local onde será realizado o parto? Se sim, você 
realiza visita com as gestantes ao local do parto? Quais as orientações fornecidas 
durante a visita? 
 
17.   Para você, em que consiste a violência institucional à mulher no pré-natal? 
 
18.   Você identifica a ocorrência de violência institucional no serviço de assistência 
pré-natal? Conte-me um pouco sobre isso? 
 
19.   Para você coordenador do setor, como se dá a organização do serviço para o 
desenvolvimento de práticas de humanização na gestação? Existem atividades de 
capacitação, sensibilização e atualização de práticas para a humanização no pré- 









8.4   APÊNDICE IV - ROTEIRO DE  ENTREVISTA PARA ENFERMEIROS  QUE 




Questão norteadora: em sua opinião, em que consiste as ações de humanização no 
atendimento a mulher em trabalho de parto? 
 
01.   Há quanto tempo você trabalha na assistência obstétrica? 
 
02.   Como você começou a trabalhar nessa área? O que lhe motivou a trabalhar na 
área materno-infantil? 
 
Agora vamos a falar um pouco sobre as ações de humanização no atendimento a 
parturiente 
 
03. Você realiza ou tem incorporado ações de assistência humanizada no atendimento 
a parturiente? Se sim, fale-me um pouco sobre cada uma das ações que você 
realiza (controle não farmacológico da dor: posições, relaxamento, respirações, 
orientações as parturientes com analgesia, contenção da ansiedade, clampeamento 
do cordão, amamentação e cuidados imediatos com o recém- nascido, presença do 
acompanhante). Você as realiza sempre? Fazem parte de sua rotina de trabalho? Se 
não, por que não incorpora? 
 
04.  Você recebeu capacitação para desenvolver práticas de humanização no 
atendimento ao trabalho de parto e parto uma vez que começou a trabalhar no CAISM 
ou MEAC? (Se sim, quem realizou a capacitação? Quais os temas que foram 
trabalhados na capacitação? Quanto tempo durou a capacitação? Se buscou fora, 
quem ministrou? 
 
Agora vamos a falar sobre as ações que você realiza: 
 
05.    Você presta assistência  ao parto?  (Se sim,  que  tipo de  tarefas  que  você 
desenvolve? Se não, porque você não faz)? 
 
06.   Todas as enfermeiras que trabalham com você no atendimento a parturiente 
realizam as mesmas ações? 
 
07.   Em   sua   opinião,   quais   as   ações   de   humanização   que   poderiam   ser 








08. Existe alguma política interna do hospital para incorporar as ações de 
humanização do parto? (Você conhece ou se direciona pela política de humanização)? 
 
09.  Você tem respaldo ou apoio no serviço para a realização de práticas de 
humanização do parto? (De quem? Como se dá esse apoio?) 
 
10.   Quais   são   as   dificuldades   para   o   desenvolvimento   das   práticas   de 
humanização no trabalho de parto e parto? (O que você pode sugerir)? 
 
11.   E quais as facilidades? 
 
12.   A equipe de enfermagem tem alguma atuação para interferir na tomada de 
decisões para  a prática  da  epsiotomia?  (Se  sim,  como  isso  acontece?  Se  não 
porque isso acontece)? 
 
13.   Você utiliza ou orienta o uso de métodos não-farmacológicos para o alívio da 
dor? Se sim, quais? (Faz parte da rotina ou é um ocasional esse tipo de orientação? 
Você estimula e/ou orienta a adoção de posições verticalizadas ou confortáveis 
durante o trabalho de parto? Como você estimula)? 
 
14.   Você considera que existe acolhimento humanizado a parturiente no setor? (Se 
sim, como acontece o acolhimento)? 
 
15.   Você considera que a ambiência do setor é acolhedora e confortável para a 
adoção de práticas de humanização? (Por quê? Se não, o que você pode sugerir)? 
 
16.   As salas PPP (pré-parto, parto e pós-parto) são favoráveis para adoção de 
práticas humanizadas no trabalho de parto? Se sim, por quê? 
 
17.   No serviço é realizado suporte emocional? E você como faz? 
 
18.   É liberada a presença do acompanhante no momento do trabalho de parto? 
(Se sim, quem pode entrar? Quais as orientações dadas ao acompanhante)? 
 
19.   Você considera que o  setor dispõe  de estrutura  adequada  para  acolher o 
acompanhante? (O que tem disponível)? 
 
20.   As suas ações de humanização do parto são articuladas e apoiadas pelos 









21.   Você recebe visita das gestantes para conhecer o local do parto? (Se sim, 
conte-me um pouco da sua rotina). 
 
22.   Quais as práticas de humanização realizadas no puerpério imediato com a 
mulher e o recém-nascido? (Conte-me um pouco sobre a sua rotina diária). 
 
23.   Para você, em que consiste a violência obstétrica institucional à mulher? 
 
24.   Você identifica a ocorrência de violência obstétrica institucional no serviço? 
Conte-me um pouco sobre isso? 
 
25.   Para você coordenador do setor, como se dá a organização do serviço para o 
desenvolvimento de práticas de humanização do parto? Existem atividades de 
capacitação, sensibilização e atualização de práticas para a humanização no parto? 

















































Campinas, 22 de maio de 2017 
(iMed.Pub) 
(Permissions Departament) 
(45 The Vineyard, Richmond London, TW10 6AS)  
 
We are writing to you in order to obtain a permission to re-use material included in the following 
article published in International Archives of Medicine for inclusion in my Ph.D. thesis: 
Jorge H.M.F; Makuch M.Y. Nursing Training and Practice on Humanization Actions in 
Monitoring the Delivery in Brazil. International Archives of Medicine, [S.l.], v. 9, aug. 2016. 
ISSN 1755-7682.  
 
This thesis is for academic use only and it is not going to be used for commercial, advertising or 
promotion purposes. I am planning to make 1 printed copy of my thesis. This copy will be 
displayed at The University (Universidade Estadual de Campinas – UNICAMP, Campinas, SP, 
Brazil) library. In addition, an eletronic version of the thesis will be made available at the 
University Thesis Database. Thank you very much in advance. 
Best regards 
Herla Maria Furtado Jorge  
Rua Tessália Vieira de Camargo, 126. Cidade Universitária Zeferino Vaz. CEP 13083-887 – 
Campinas, SP, Brasil  
 
 
